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The persistent disparities in preterm birth have still not been fully explained. Potential 
risk factors worth further attention includes duration of U.S. residence and exposure to racial 
stress. The objective of this mixed methods dissertation was to examine these factors and provide 
further insight on the well documented disparities in preterm delivery between U.S.-born, 
Caribbean-born, and Sub-Saharan African-born Black women in New York City. 
In the first paper, birth records from New York City document the variation in preterm 
delivery that exists within the U.S. Black population, typically treated as monolithic, and the 
variation that exists by region of origin and age-at-migration within the foreign-born Black 
population. It was found that U.S.-born Black women have significantly increased odds of PTB 
compared to the foreign-born and, within the foreign-born, Caribbean-born have significantly 
increased odds of PTB compared to the Sub-Saharan African-born. This may be due to 
differences in perceptions of racial stress. 
In the second paper, based on 21 interviews with Black NYC mothers, it was found that 
there is variation in the ways that U.S.-born, Caribbean-born, and Sub-Saharan African-born 
women perceive and navigate their U.S. racial context. Simultaneously, the interviews 
documented common experiences related to their shared status as Black women in America—
experiences which could help to explain why PTB risk increases with duration of residence. 
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In conclusion, a mixed methods design provided a more nuanced examination of the birth 
outcome differentials between U.S.-born, Caribbean-born and sub-Saharan African-born Black 
mothers. This study has increased our understanding of adverse birth outcome disparities and 
also contributed new insights about the health impacts of racial stress. Continuing research on 
adverse birth outcome disparities within the Black population is imperative in order to improve 
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CHAPTER 1: INTRODUCTION 
 
Immigrants provide a valuable opportunity to advance our understanding of how living in 
the U.S. affects health within and between major groups. While studies have paid close attention 
to disparities in birth outcomes between Whites and Blacks and US-born and foreign-born Latino 
populations (Collins & David, 2009; Crump, Lipsky, & Mueller, 1999; Hummer, R., Biegler, M., 
De Turk, P., Forbes, D., Frisbie, W., Hong, Y., & Pullum, 1999), not enough attention has been 
paid to disparities in adverse birth outcomes between US-born and foreign-born Black 
populations, and the underlying factors contributing to these disparate outcomes. While a number 
of studies have documented that foreign-born women collectively, and Latinas and Asians 
specifically, have lower rates of adverse birth outcomes, there is less research on the smaller (but 
growing) population of Black foreign-born women giving birth in the U.S. As foreign-born 
mothers continue to represent a growing fraction of all Black births in the U.S. (Anderson, 
2018), studying their outcomes has the potential to reveal new insights about the etiology of U.S. 
racial/ethnic health disparities more broadly. There is a particular need for more research on the 
considerable variability in relative and absolute levels of adverse birth outcomes, by nativity and 
duration of residence, within the Black immigrant population. 
Significance of Preterm Birth 
As a key indicator of maternal reproductive health, a risk factor for infant mortality, and 
an important predictor of health across the life course, preterm birth is a critical topic of study. 
The estimated global preterm birth rate for 2014 was 10.6%, equating to an estimated 14.84 
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million preterm births in 2014 (Chawanpaiboon et al., 2019). The preterm birth rate in the United 
States has worsened for a fourth consecutive year, from 9.63% in 2015 to 10.02% in 2018 
(National Center for Health Statistics, 2018). Preterm birth is associated with serious short- and 
long-run cognitive, behavioral, social, emotional, and physical health outcomes (Centers for 
Disease Control and Prevention, 2015; Gopal K Singh et al., 2013).  
Given its importance as a key health outcome, the persistent disparities in PTB, by race 
and nativity, are particularly troubling. Between-race disparities have received the most 
attention, and for valid reason as the PTB rate is 52% higher for Black infants (13.8%) compared 
to white infants (9.0%) (Burris et al., 2019). However, the study of within-race disparities may 
also yield valuable insights about the origins of health inequities. In fact, Elo and Culhane (2014) 
reported that the PTB rate for U.S. -born Black women (12.4%) is higher than the PTB rate for 
foreign-born Black women (9.4%).  
There are well-documented PTB disparities between U.S. -born and foreign-born Black 
women, and within the foreign-born between sub-Saharan African-born and Caribbean-born 
Black women. Multiple U.S. studies have documented significant variation in birth outcomes by 
maternal nativity and have found superior birth outcomes in foreign-born (13.1%) vs. US-born 
(18.5%) Black women (G K Singh & Yu, 1996). Studies also found that African-born women 
had a lower PTB rate than Caribbean-born Black women, who in turn had a lower rate than US-
born Black women (Almeida, Mulready-Ward, Bettegowda, & Ahluwalia, 2014; Cabral, Fried, 
Levenson, Amaro, & Zuckerman, 1990; Howard, Marshall, Kaufman, & Savitz, 2006; Mason, 
Kaufman, Emch, Hogan, & Savitz, 2010; Pallotto, Collins, & David, 2000).  
Studies have shown that when immigrants arrive to the U.S. their health is typically better 
than that of US-born individuals of the same race/ethnicity (J. Teitler, 2012; J. Teitler, 
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Martinson, & Reichman, 2015). The Black immigrant population is growing. Foreign-born Black 
women in particular, are continuing to make up a larger share of the overall Black population 
living in the U.S. (Anderson, 2018). Since 1980, the Black immigrant population has more than 
quadrupled(Kent, 2007). The rising demographic of Black immigrants in the United States 
makes it all the more important to gain an increased understanding of the reproductive health 
differences between U.S. -born and foreign-born Black women.  
Potential Key Mechanisms 
Theory and evidence have identified perceived racial discrimination and health behavior 
as two key mechanisms linking maternal nativity and region of origin to birth outcomes. This 
dissertation will allow U.S. to learn more about how racial discrimination and health behavior 
pathways may operate to increase PTB risk and if, within the Black population, these 
associations differ by maternal nativity, region of origin, or age at migration (childhood vs. 
adulthood).  
Racial Discrimination 
Racism is a system of oppression that operates at multiple levels structuring opportunity 
and assigning value based on an individual’s perceived race (Jones, 2000; Slaughter-Acey et al., 
2015). While perceived racial discrimination is only one dimension of racism, it is increasingly 
used for understanding disparities in health, receiving empirical attention as a class of stressors 
that may have unique consequences for health (Williams & Mohammed, 2009). Research has 
shown that experiencing racial discrimination causes stress (Ong, Fuller-Rowell, & Burrow, 
2009) and stress adversely affects health (Pearlin, Lieberman, Menaghan, & Mullan, 1981). 
Given the differing orientations to Black identity, racial discrimination may be differentially 
internalized within the Black population, which leads to differential links between racial 
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discrimination and physical health (Dominguez, Strong, Krieger, Gillman, & Rich-Edwards, 
2009; Giscombe & Lobel, 2005). 
Chronic Stress Theory and Race-Based Stress 
Stressors that contribute to persistent inequalities are typically those that extend across 
the life course (Ong et al., 2009), influencing health trajectories and creating elevated risk for 
adverse health outcomes, making it especially imperative to examine chronic stressors or 
accumulated stress. Pearlin’s stress process model links stress to health, proposing that 
race/ethnicity and other social characteristics can lead to both acute and chronic stressors that 
affect health (Pearlin et al., 1981). Similarly, the “weathering hypothesis” proposes that the 
physical health of African American women may deteriorate earlier on in adulthood because of 
the accumulation of risk factors that they are experiencing due to increased exposure to 
institutional and interpersonal discrimination (Geronimus, 1996). 
The exposure to risk factors, such as racial stress, for foreign-born Black women could 
vary depending on duration of U.S. residence and age at migration. The chronic stress of living 
in the inherently racially stratified U.S. could result in physiologic wear and tear (also known as 
allostatic load - a measure of the accumulation of stress over time) and erode the body’s ability 
to regulate (Dominguez, 2008; Hobel, Goldstein, & Barrett, 2008). Perceived racial 
discrimination experiences are indeed considered to be among the stressors that are chronically 
experienced over the life course (Ong et al., 2009). Indeed, Lu and Halfon (2003) hypothesized 
that increased allostatic load, due to cumulative stress, over the life course can impact 
reproductive function (Hobel et al., 2008; Lu & Halfon, 2003). A life course approach suggests 
examining the different societal context shaping the lives of U.S.-born Black women, African-
born women, and Caribbean-born women (Gee, Walsemann, & Brondolo, 2012; Hogan, Rowley, 
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Bennett, & Taylor, 2012) and how exposures and timing interact, accumulate and influence their 
health trajectories. 
Health Behaviors 
Critical insights on the mechanisms that contribute to racial health disparities in the U.S. 
may be provided through the investigation of where foreign-born Black women1 and U.S.-born 
Black women2 differ in their health outcomes (Elo & Culhane, 2010a). It is known that health 
behaviors such as smoking, alcohol use, physical activity and nutrition influence birth outcomes 
(Cabral et al., 1990; Elo & Culhane, 2010a). Previous studies have shown that health behaviors, 
health status, and reproductive outcomes were more favorable among foreign-born Black women 
than among U.S.-born Black women (Cabral et al., 1990; Elo & Culhane, 2010a; Elo, Vang, & 
Culhane, 2014). One study found that foreign-born Black women were less likely to smoke 
cigarettes and drink alcohol, and had a better pre-pregnancy weight-for-height than African 
American women (Cabral et al., 1990). Within the foreign-born population, studies have found 
that African-born immigrants have fewer adverse health behaviors compared to Caribbean-born 
immigrants (Elo et al., 2014). The current literature provides evidence for the fact that U.S.-born 
and foreign-born Black women have health behavior differentials, however, even after 
accounting for these differentials and socio-demographic factors, the preterm birth disparities 




1 The terms foreign-born Black women and foreign-born Black will be used interchangeably throughout this paper 
and refers to those who identify as Black and were born outside of the U.S. and migrated. 
 
2 The terms U.S. -born Black women, native-born Black and US-born Black will be used interchangeably 
throughout this paper and refers to those who identify as Black and descend from U.S. slavery. 
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Immigrant Health Advantage  
Acculturation and selection are the two most common explanations for health 
differentials between U.S. and foreign-born subpopulations. Selection-based arguments contend 
that immigrants are selected for being healthier and this largely explains the widely observed 
immigrant health advantage. Acculturation theory suggests that immigrants arrive with more 
healthy lifestyles than their native-born counterparts, but these health advantages tend to erode 
over time (Jasso, Massey, Rosenzweig, & Smith, 2004; J. Teitler et al., 2015). Acculturation is 
the idea that the health behaviors of the foreign-born, particularly drug use, cigarette smoking, 
alcohol abuse, and unhealthy dieting patterns, more closely resemble their native born 
counterparts the longer they live in the US, which in turn compromises their health (J. Teitler et 
al., 2015). Prior research has also demonstrated that this “healthy immigrant” advantage is lost 
with increased duration in the U.S. (J. Teitler et al., 2015), suggesting that exposure to the U.S. 
context can be hazardous to one’s overall health. An additional theory is that, for foreign-born 
Black women, increased duration may come with the stress of navigating the unique racial 
hierarchy and landscape of the United States, resulting in negative impacts on their health. 
Duration 
A third thesis is that cumulative exposure to the health-related impacts of racial/ethnic 
discrimination is generally lower among the foreign-born versus U.S.-born. Foreign-born Black 
women may not consider race to be a particularly relevant social characteristic, especially if they 
belonged to the racial majority in their homelands (Dominguez et al., 2009; Viruell-Fuentes, 
Miranda, & Abdulrahim, 2012). Interestingly, reports of racial discrimination by US-born Black 
women are more similar to reports of Caribbean-born women than African-born women (Nuru-
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Jeter et al., 2009). This suggests perceptions/attributions about racism may differ by region of 
origin. 
Health disparities across these major groups of the Black population may therefore be 
attributable to differences in the way these groups conceptualize race and interpret racial 
discrimination (Deaux et al., 2007). On average, African-born women have a shorter duration in 
the U.S. than Caribbean-born women and are more likely to migrate as adults than as children. 
Ergo, they may have less erosion of their protective health promoting behaviors and less 
cumulative exposure to racial discrimination (Elo et al., 2014). For foreign-born Black women in 
particular, increased duration in the U.S. can be consequential to their health not only because of 
the loss of protective health behaviors, but also due to the increased exposure to multiple forms 
of racial discrimination and its accompanying detriments (Viruell-Fuentes et al., 2012).  
Research supports the theory that the lifelong cumulative exposures of race-based 
discrimination constitute an independent risk factor for preterm delivery for African American 
women (Collins, David, Handler, Wall, & Andes, 2004b). The deregulation that occurs from 
increased exposure to racial stress is representative of bio-psychosocial mechanisms through 
which stress can operate over the life course, leading to poor health outcomes, and racial health 
disparities (Gee et al., 2012; Ong et al., 2009). However, U.S.-born Black women and foreign-
born Black women may perceive racial discrimination differently, therefore influencing the way 
stress from discrimination affects their health, resulting in a differential effect of racial 
discrimination on their health outcomes.  
Understanding whether this race-based stress and birth outcomes relationship operates 
differently for US-born and foreign-born Black populations is key to developing a better 
understanding of the persistent racial/ethnic health disparities in birth outcomes in the US. This 
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study is unable to directly measure stress, however, the concept of chronic stress adversely 
affecting perinatal health for populations at risk of encountering institutional and interpersonal 
race-based stressors is an important consideration.  
Conceptual Models 
There are two conceptual models guiding this study. The first represents the nativity 
models examined in Aim 1, in which the focal independent variable is maternal nativity. 
Figure 1.1. - Aim 1: Conceptual Model (Research Question 1a) 
 
In this model the direct and indirect—via maternal sociodemographic and health 
characteristics—effects of maternal nativity on PTB will be evaluated.   
The second conceptual model represents the duration models examined in Aim 1. In this 
model, the analysis is restricted to Black immigrants and duration of U.S. residence (years since 
arrival) is the key exposure being examined. Like the first model, maternal sociodemographic 
and health characteristics will be evaluated as potential mediators. Additionally, building on the 
previous research of Teitler and colleagues (2012; 2015), we will examine whether or not 
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duration effects on birth outcomes differ by migration timing (i.e., before age 18 vs. 18+) and/or 
by maternal birth region (i.e., Caribbean vs. Sub-Saharan Africa).  
Figure 1.2. – Aim 1: Conceptual Model (Research Question 1b)
 
Key studies: Evidence and Gaps 
Key studies on U.S. vs foreign-born birth outcomes have contributed different pieces of 
the larger puzzle. Specifically, Teitler and colleagues (2012; 2015) have examined the effects of 
duration and timing, but their data sources lacked measures of maternal health and 
sociodemographic characteristics and had too few cases to focus on Black women as a distinct 
subpopulation. Elo and colleagues (2014), by comparison, analyzed births records from multiple 
states that provided adequate numbers of Black immigrants and measures of maternal health and 
sociodemographic characteristics, but lacked information on migration duration and timing. 
Teitler et al., 2012 & Teitler, Martinson, Reichman (2015) 
The Teitler et al., 2012 paper examined the effect of duration on the birthweight of 
infants born to immigrants overall and Hispanic immigrants in particular. The Teitler, Martinson, 
Reichman (2015) study examined the effect of duration on the birthweight of Hispanic and Asian 
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mothers, providing evidence suggesting that duration of residence in the U.S. plays an important 
role for immigrant health. Although the Teitler et al. articles were able to investigate the effect of 
duration of U.S. residence on birth outcomes of Latino and Asian immigrant populations, they 
were unable to conduct an in-depth analysis of Black immigrant’s birth outcomes due to data 
limitations.  
Elo, Vang, Culhane (2014)  
Elo, Vang, Culhane (2014) have conducted the most detailed analysis of Black immigrant 
birth outcomes to date. Analyzing nearly 300,000 U.S. births across 27 states in 2008, they found 
significant variation in the birth outcomes of Black women by nativity and region of birth. They 
found that overall US-born Black women had a PTB rate of 12.4% and foreign-born Black 
women had a PTB rate of 9.4%. Within the foreign-born group Caribbean-born had a PTB rate 
of 11.0% and Sub-Saharan African-born had a PTB rate of 7.3%. These differences were 
statistically significant. Controlling for the explanatory variables available in birth records 
(maternal age, education, marital status, region of residence, prenatal care use, and whether the 
mother had hypertension and/or diabetes) did not explain the foreign-born PTB advantage (Elo et 
al., 2014). Although Elo, Vang, and Culhane were able to focus on Black women and examine 
health/sociodemographics as potential explanatory factors for nativity disparities, their multi-
state vital records dataset lacked data on duration and immigration timing. 
Although these and other key studies have identified racial discrimination as a potentially 
important mechanism on the pathway to PTB, data limitations prevented them from directly 
evaluating this factor. Due to the variation in Black identity in the U.S. , a qualitative study is 
needed to gain an in-depth understanding of the intersection of Black identity and perceived 
discrimination and the influence of perceived discrimination and racial stress on maternal/infant 
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health outcomes. In fact, research has suggested that perceptions of discrimination may differ by 
nativity/immigrant status and by duration of U.S. residence, with potentially important 
implications for health and well-being (Nuru-Jeter et al., 2009). This dissertation will provide a 
deeper qualitative exploration into Black identity. 
Limitations of the Literature 
To date, data limitations have been a major barrier to realizing the potential insights 
about health disparities that the study of immigrant health promises. Specifically, there is a great 
need for datasets that contain adequate numbers of Black immigrant births, a measure of 
residential duration (not collected on the standard U.S. birth certificate), and key maternal (e.g., 
health behaviors) and social (e.g., discrimination) factors implicated in prominent theories of 
immigrant health. For example, recent studies based on survey data have reported intriguing 
evidence that the association between longer duration of residence and lower birth weight among 
U.S. immigrants may be non-linear and potentially stronger among women who migrate during 
childhood (J. Teitler et al., 2015; J. O. Teitler, Hutto, & Reichman, 2012). However, while 
evidence of these associations was found within Latino and Asian subgroups, sample size 
limitations prevented a parallel investigation among Foreign-born Black women.  
Data limitations have also hampered efforts to evaluate potential mechanisms such as: 
duration of residence, maternal health behaviors and racial discrimination. Key studies by Elo et 
al., and Teitler et al., have significantly contributed to this body of literature, and suggest that 
future research investigate duration of U.S. residence and perceived racial discrimination in the 
Black population, as they could be of great importance. Less is known about the role of racial 
discrimination in shaping the birth outcomes of foreign-born Black women (Collins & David, 
2009). An investigation of the effects of duration on the birth outcomes of Black women, 
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including: African American, African-born, and Caribbean-born Black women, is not yet present 
in the literature. The lack of research on the health of Foreign-born Black women is a significant 
gap in the literature.  
Contribution to the Field 
This study will contribute with data that has duration, timing, and 
health/sociodemographic characteristics and enough births to study Black women as a distinct 
group. The strength of the quantitative data source for this dissertation research project is that 
maternal duration of residence was measured at the time of the birth, allowing this study to 
describe the association between duration and key birth outcomes for Foreign-born Black women 
(as Teitler et al. have done overall, and within Hispanic and Asian subgroups). Additionally, the 
data source examined in this dissertation contains adequate numbers of foreign-born Black 
women and measures of health behaviors, sociodemographic characteristics, and duration of U.S. 
residence.  
This study will estimate the association between duration of U.S. residence and preterm 
birth for sub-Saharan African-born, Caribbean-born and U.S.-born Black mothers. In addition, 
this study will examine the effect of duration of residence on (1) maternal health behaviors: the 
dominant explanation for the decline of immigrant health with duration of U.S. residence (J. 
Teitler et al., 2015); and (2) exposure to racial discrimination, which could also take a toll on 
immigrants’ health (J. Teitler et al., 2015), within the foreign-born Black population. This study 
will also be able to examine the duration and birth outcome relationship within the Black 
foreign-born population (Africans and Caribbeans), which the Teitler papers were unable to 
examine. No prior study has described patterns of adverse birth outcomes by duration of U.S. 
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residence within the Black immigrant population by region. This proposed study would be able 
to fill this gap in the literature.  
Further, qualitative interviews will yield additional insights about possible differences, by 
nativity and region of birth, in how Black mothers perceive the U.S. racialized context. Focusing 
on the exploration of the narratives on perceptions of race-based discriminatory experiences by 
nativity and region of origin for African American, African and Caribbean mothers living in 
New York City, may shed light on any differential perceptions of racial discrimination. 
Providing this context will greatly improve understanding of the impact of racial discrimination 
on health and is essential to developing a complete understanding of nativity disparities within 
the Black population. 
Study Overview 
This dissertation will investigate disparities in preterm delivery within the Black 
population by nativity and regional origin (i.e., U.S. -born Black women, African immigrants 
and Caribbean immigrants). The goal of this study is to understand the complex phenomena of 
racial disparities in birth outcomes within the Black population and add to the knowledge base in 
the migration literature, race literature and public health. This study will address gaps in the 
literature by (1) investigating duration of residence and heath behaviors and (2) examining 
perceived racial discrimination and racial identity. Investigating the impact of increased duration 
in the U.S. on the Black immigrant population would fill a gap in the migration literature, which 
often does not focus on Foreign-born Black women. Exploring the association between varying 
orientations toward Black identity and different experiences with perceived racial discrimination 
will contribute to the migration literature and the race/ethnicity literature. Understanding the 
variation that exists within the experiences of Black people living in the US, and how this may in 
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turn have a differential impact on their health, will allow for the field of public health to better 
tackle overall racial health disparities. This mixed methods study on foreign-born and U.S. -born 
Black women will (1) analyze quantitative data to examine differences in PTB by nativity and by 
duration and (2) analyze qualitative data to examine variations in identity and perceived 
discrimination by region of origin. 
Specific Aims: Quantitative Strand 
Aim 1: Document disparities in adverse birth outcomes among subgroups of Black women in 
NYC and generate the first-ever estimates of the association between duration of U.S. residence 
and adverse birth outcomes across three major subgroups of the Black population: African-born 
mothers, Caribbean-born mothers, and African American mothers, using NYC vital statistics 
data. 
• Research Question 1a: What is the association between nativity and preterm birth (PTB) 
for African-born, Caribbean-born and U.S. -born Black mothers?  
o Hypothesis: U.S. -born Black mothers will have the highest crude and adjusted 
prevalence rate of preterm delivery, followed by Caribbean-born and then 
African-born mothers. 
• Research Question 1b: What is the association between duration of U.S. residence and 
preterm birth for African-born and Caribbean-born mothers? 
o Hypothesis: The association between duration and PTB will be curvilinear. 
o Hypothesis: The effect of duration will vary by age at migration 
Data Source 
  New York City vital records birth data will be used for the analysis in Aim 1. The vital 
records data will provide gestational age, birthweight, self-reported maternal race, age, 
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education, marital status, reproductive history, parity, medical risk factors, prenatal care use, 
maternal nativity, maternal country of birth, and duration of residence, if foreign born.  
Sample: The data set will include all live births in New York City from 2008 – 2016. These years 
were selected since NYC began asking duration of U.S. residence if foreign-born in the year 
2008. The study sample was limited to singleton births for those who identified as Black; after 
data cleaning the final dataset consists of 176,654 births, see table below for details.  
Table 1: Study sample distribution by Nativity 
Race/Nativity Births Percent 
Black/ US-Born 96,842 57.8% 
Black/ Caribbean-Born 48,169 28.8% 
Black/ SSA-Born 22,547 13.5% 
Total 167,558 100% 
 
Specific Aims: Qualitative Strand 
Aim 2: Examine Black identity and perceived discrimination, including the variation by 
nativity, for African-born, Caribbean-born and U.S. -born Black mothers, via semi-structured 
interviews in NYC. 
• Research Question 2a: Are there qualitative differences in the narratives on one’s 
relationship to their racial identity across these Black groups?  
• Research Question 2b: Are there differences in the reported instances of racial 
discrimination or descriptions of instances of racial discrimination across these Black 
groups?  
Study Population: Participants of the 21 semi-structured interviews consist of seven African 
American women, seven African immigrant women and seven Caribbean immigrant women.  
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Participants are over 18 years old and have at least one child.  
Dissertation Structure  
The next chapter, Chapter Two, presents quantitative results of this study, in the format 
of a quantitative manuscript, addressing Aim 1. Chapter two focuses on how migration, duration 
and timing impact adverse PTB risk within the Black population by nativity. This chapter 
highlights the analysis of NYC vital statistics data to document the disparities in preterm birth, 
while controlling for maternal health status (i.e., diabetes, hypertension) and maternal health 
behaviors (prenatal care, alcohol and smoking), among Black women in NYC. Additionally, this 
chapter generates estimates of the association between duration of U.S. residence and preterm 
birth risk by nativity among Black women living in NYC.  
Chapter Three addresses Aim 2, presenting the qualitative results of this study, in the 
format of a qualitative manuscript. Chapter three focuses on how migration, perceived 
discrimination and racial identity intersect along the pathway linking migration to adverse PTB 
risk within the Black population by nativity. Providing this context will greatly improve 
understanding of the impact of perceived racial discrimination on health and is essential to 
developing a complete understanding of nativity disparities within the Black population.  
Chapter Four provides a synthesis of the results, final conclusions, implications and 

















CHAPTER 2: PRETERM DELIVERY AMONG BLACK WOMEN IN NYC: 
EXAMINING DURATION OF U.S. RESIDENCE FOR BLACK MIGRANT MOTHERS 
 
Introduction 
Immigrants provide a unique and valuable opportunity to understand how living in the 
United States affects health and well-being because their exposure to the U.S. context is variable. 
Compared with their US-born counterparts, immigrants exhibit better health outcomes across the 
life course (Gopal K. Singh, Rodriguez-Lainz, & Kogan, 2013). However, immigrant health 
advantages have been shown to erode within one or two generations (Collins, Wu, & David, 
2002) (J. Teitler et al., 2015). This suggests that exposure to the U.S. context can be hazardous to 
one’s health. Preterm birth is one outcome for which this significant, but short-lived, immigrant 
advantage has been observed.  
Adverse birth outcomes, such as preterm birth (PTB; infants born before 37 weeks 
completed gestation)(Centers for Disease Control and Prevention, 2015) are particularly 
important topics of investigation, serving as key indicators of maternal reproductive health and 
as increasingly valuable predictors of health across the life course (Hogan et al., 2012; Lu & 
Halfon, 2003). By advancing knowledge of how exposure to the U.S. context influences 
maternal and infant health, the study of immigrant birth outcomes may provide new insights 
about the etiology of racial/ethnic health disparities more broadly.  
The Life Course Perspective  
Applying a life course approach towards this research informs our examination of the 
influence of, and relationship between, age at migration and duration, as it relates to PTB 
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disparities within the Black population. Duration may be a particularly important consideration 
for foreign-born Black women, as increased duration in the U.S. can be consequential to their 
health not only because of the loss of protective health behaviors such as avoiding smoking and 
alcohol use, but also due to the increased exposure to multiple forms of acculturative stress, 
including racial discrimination (Viruell-Fuentes et al., 2012). 
Differential exposures to racial stress for U.S. born and foreign-born Black women over 
their life course may influence their reproductive health trajectories, and contribute to disparities 
in birth outcomes (Lu & Halfon, 2003). The lack of exposure to discrimination prior to migrating 
could also serve as a protective factor for the foreign-born, relative to the US-born who are 
developing in a societal context that exposes them to institutional/structural level discrimination 
and potentially interpersonal discrimination as well. A life course approach examines how 
exposures and timing interact, accumulate, and influence the health trajectories of mothers and 
their infants. 
Duration of U.S. Residence 
The current literature documents the differential rates of adverse birth outcomes within 
the Black population by nativity and cites the importance of studying the role of duration of U.S. 
residence. Teitler et al., (2012) found that for immigrants overall, and Hispanic immigrants in 
particular, the relationship between low birthweight and duration was curvilinear, appearing to 
decline over the first few years in the U.S. and increase thereafter (J. Teitler, 2012). 
Investigating the role of duration of U.S. residence on the reproductive health of foreign-
born Black women may significantly improve our understanding of how living in the U.S. as a 
Black women can be harmful to health. This is particularly the case because we know that U.S. -
born Black women who have been in the U.S. their entire lives have higher rates of adverse birth 
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outcomes relative to foreign-born Black women. We also know that foreign-born Black women 
have increasingly worse health outcomes the longer they live in the U.S. (Cabral, Fried, 
Levenson, Amaro, & Zuckerman, 1990; David & Collins, 2007; Pallotto, Collins, & David, 
2000; Parker Dominguez, 2008). Research has suggested that increased duration of U.S. 
residence results in the foreign-born “acculturating” to U.S. society (Jasso et al., 2004; J. Teitler 
et al., 2015). Acculturation is the idea that the health behaviors (drug use, cigarette smoking, 
alcohol abuse, and unhealthy dieting patterns) of the foreign-born more closely resemble their 
native born counterparts the longer they live in the US, which in turn compromises their health 
(J. Teitler et al., 2015). 
On average, African-born women have a shorter duration in the U.S. than Caribbean-born 
women. Ergo, they may have less erosion of their protective health promoting behaviors and due 
to their shorter duration they may also experience less cumulative exposure to racial 
discrimination, relative to Caribbeans who on average have a longer duration in the U.S. (Elo et 
al., 2014). If acculturation is driving the associations between duration and birth outcomes, then I 
would expect a longer duration of U.S. residence to result in increased odds of experiencing a 
preterm birth for both Caribbean-born and African-born mothers. 
Age at migration 
An increased understanding of the interplay of contributing factors such as duration, 
nativity, and age at migration in association with birth outcomes for U.S. -born and foreign-born 
Black women, is needed. Age at migration is an important factor to consider when examining the 
effect of duration of residence on health, as the timing of migration plays an important role in 
adaptation processes, and research has shown that the experience of child migrants differs from 
those of adult migrants (J. Teitler et al., 2015). Although our understanding is limited, recent 
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studies based on survey data have reported intriguing evidence that the association between 
duration of residence and adverse birth outcomes among U.S. immigrants may be potentially 
stronger among women who migrate during childhood (J. Teitler, 2012; J. Teitler et al., 2015). 
Teitler et al., (2015) examined the effect of duration on the birthweight outcomes of Hispanic 
and Asian mothers and found that for mothers who migrated as children the rates of low 
birthweight increased as duration increased. While evidence of this age at migration modification 
of the association between duration and adverse birth outcome risk was found within Latino and 
Asian subgroups, sample size limitations prevented a parallel investigation among foreign-born 
Black women.  
Having an increased understanding of the relationship between duration, nativity and age 
at migration for foreign-born Black women from Africa and the Caribbean, is an important 
component of our increased understanding of the role duration of U.S. residence plays for 
within-Black PTB disparities by nativity. I expect that the influence of duration in the U.S. on 
preterm delivery will vary by age at migration, with childhood migrants having increased odds of 
experiencing a preterm birth, due to their early U.S. exposure. Additionally, I expect that the 
effect of duration in the U.S. on preterm delivery will vary by region of origin, with Caribbean-
born having increased odds of experiencing a preterm birth, as duration increases, relative to 
SSA-born. 
Adverse birth outcome disparities 
Much attention has been paid to the persistent PTB disparities by nativity within the 
Latino population (Crump et al., 1999; Hummer, Powers, Pullum, Gossman, & Frisbie, 2007; 
Osypuk, Bates, & Acevedo-Garcia, 2010) , Asian populations (Qin & Gould, 2010; Gopal K. 
Singh & Stella, 1996), and the racial disparity between Whites and Blacks in the U.S. (Collins & 
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David, 2009; Collins, David, Handler, Wall, & Andes, 2004a). However, several studies 
conducted in New York City have found that African-born women had a lower PTB rate than 
Caribbean-born Black women, who in turn had a lower rate than US-born Black women 
(Almeida et al., 2014; Howard et al., 2006; Mason et al., 2010). These studies typically 
controlled for maternal characteristics available on birth record data, which failed to explain 
these differential PTB risks by nativity and region of origin. The most detailed evidence on birth 
outcomes to date within the Black population (Elo et al., 2014) found significant differences; 
overall, US-born Black women had a PTB rate of 12.4% and foreign-born Black women had a 
PTB rate of 9.4%. Within the foreign-born group, Caribbean-born had a PTB rate of 11.0% and 
Sub-Saharan African-born had a PTB rate of 7.3%. This study did not include measures of 
duration in the United States.  
Despite the fact that foreign-born Black women constitute a growing share of the overall 
Black population living in the US, no studies have been able to investigate duration, timing, and 
mediators (health behaviors, sociodemographic characteristic, and medical risk factors) among 
Black immigrant births. Notably, since 1980, the foreign-born Black population has more than 
quadrupled (Kent, 2007). Indeed, between 2000 and 2013, there was a 33% increase in the 
number of Caribbean immigrants living in the U.S. and a 137% increase in the number of 
African immigrants (Kent, 2007). Given their unique life experiences and growing demographic 
importance, the relative dearth of literature on foreign-born Black birth outcomes, in particular, 
is a significant research gap. Additionally, much of the literature that exists describes the adverse 
birth outcome disparities by nativity. There is a much smaller set that attempts to explain these 
well documented disparities. 
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Although the existing disparity is well documented, there is a lack of understanding 
regarding the potential mechanisms that underly this disparity. The existing preterm birth 
disparities by nativity among Black women cannot be attributed to or explained by known risk 
factors (Elo et al., 2014). However, we know that health behaviors such as smoking, alcohol use, 
physical activity and nutrition influence birth outcomes (Cabral et al., 1990; Elo & Culhane, 
2010b) and previous studies have shown that health behaviors, health status, and reproductive 
outcomes were more favorable among foreign-born Black women than among U.S. -born Black 
women (Cabral et al., 1990; Elo & Culhane, 2010b; Elo et al., 2014). Although it is well known 
that US-born and foreign-born Black women have health behavior differentials, the foreign-born 
advantage in preterm birth persists even after accounting for both these differentials as well as 
selected socio-demographic factors (Mason et al., 2010). Why PTB disparities persist after 
accounting for these health behaviors, medical risk factors, duration of U.S. residence and 
individual-level sociodemographic factors deserves more in-depth study.  
Limitations of the Literature 
To date, data limitations have been a major barrier to realizing the potential insights 
about health disparities that the study of immigrant health promises. Teitler et al. (2012 and 
2015) did not evaluate any underlying mechanisms contributing to these disparities and had 
inadequate numbers of Black women in the multiple data sources used to examine the effect of 
duration of residence. The Teitler et al. articles were able to investigate the effect of duration of 
U.S. residence on birth outcomes of Hispanic and Asian mothers; however, they were unable 
to conduct an independent in-depth analysis of Black immigrants’ birth outcomes, as they did for 
Hispanics and Asians, due to data limitations.  
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The strength of the quantitative data source for this research project (NYC birth records), 
is that maternal duration of residence was measured at the time of the birth, allowing this study 
to investigate the association between duration and key birth outcomes for foreign-born Black 
women. Specifically, there is a great need for datasets that contain adequate numbers of foreign-
born Black births and a measure of residential duration (not collected on the standard U.S. birth 
certificate). No prior study has described or explained patterns of adverse birth outcomes by 
duration within the foreign-born Black population by region. This study will be able to fill this 
gap in the literature.  
This study is an examination of duration of U.S. residence, age at migration, maternal 
health status (diabetes, hypertension) and maternal health behaviors (prenatal care, alcohol and 
smoking) on preterm birth disparities by nativity and region among Black women in New York 
City.  
Study Aims and Hypotheses 
The first study aim was to document disparities in preterm birth outcomes for U.S. -born 
Black mothers and foreign-born Black mothers in New York City, specifically for the sub-
Saharan African- and Caribbean-origin populations. Additionally, from 2000 to 2018 the 
majority of the rise in births for Black women living in the U.S. has been due to the rise in Black 
immigrant births (Livingston, 2019). New York City is an ideal study location considering the 
sizeable diversity within the Black population. Black immigrants make up 28% of the overall 
Black population in NYC (Anderson, 2018). Additionally, NYC as the study site is a strength 
considering the fact that it has the largest Black immigrant population in the United States 
(Anderson, 2018). In fact, in 2013 a quarter of the foreign-born Black population in the United 
States lived in New York City (Anderson, 2018).  
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The second study aim was to generate estimates of the association between duration of 
U.S. residence and preterm birth outcomes for African-born and Caribbean-born mothers, in 
order to further understand the highly understudied but well documented adverse birth outcome 
differentials within the Black population residing in the U.S. by nativity. This study used New 
York City Vital Statistics Birth Records from years 2008 to 2016 to ask two questions: 
1. How does preterm delivery vary between U.S. -born non-Hispanic Black mothers and 
foreign-born non-Hispanic Black mothers?  
a. Hypothesis: U.S. -born Black mothers will have the highest unadjusted and 
adjusted rate of preterm delivery, followed by Caribbean-born mothers and 
African-born mothers with the lowest rates. 
2. How is preterm delivery associated with duration of U.S. residence? 
a. Hypothesis: Duration of U.S. residence will be positively associated with the odds 
of experiencing a preterm birth for both Caribbean-born and African-born 
mothers.  
b. Hypothesis: The association between duration and preterm delivery will be 
stronger for child immigrants than for adult immigrants and for Caribbean 
immigrants than for African immigrants 
In sum, the purpose of this study is to employ vital statistics birth record data to examine the 
relationship between duration of U.S. residence and PTB for foreign-born Black women from 
Africa and the Caribbean who gave birth in NYC during 2008 – 2016. This study will be able to 
address the gaps in previous research due to the unique data source that provides an adequate 
number of births to US-born Black mothers and foreign-born Black mothers. This dataset also 
includes measures of duration of U.S. residence and timing of migration, and is able to control 
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for sociodemographic factors, maternal health behaviors, and medical risk factors. No prior study 
has described or attempted to explain patterns of adverse birth outcomes by duration of U.S. 
residence within the foreign-born Black population by region and country of origin.  
Methods  
NYC Vital Statistics Birth Records 
I used 2008 – 2016 NYC vital statistics birth record data. The files include measures of 
infant gestational length (both clinical and LMP; Last Menstrual Period), birthweight, self-
reported maternal race, Hispanic origin, maternal age, education, marital status, reproductive 
history, maternal nativity, maternal country of birth, and, if foreign born, duration of residence in 
the United States. New York City began collecting data on duration of residence in the year 
2008. The inclusion of both duration of U.S. residence and maternal age allowed for the creation 
of an age at migration variable for the foreign-born. Additionally, this dataset included standard 
birth record measures of health behaviors such as smoking, alcohol and prenatal care as well as 
medical risk factors, including hypertension and diabetes. I obtained approval from the 
Institutional Review Board of the University of North Carolina, and access via a Data Use 
Agreement with the NYC Department of Mental Health and Hygiene. 
Study Population 
All Black mothers born in the U.S., Caribbean or SSA, age 15 – 50, with singleton births 
in NYC between the years of 2008 – 2016 were eligible for this study (n=185,485 births). 
Implausible nativity and duration combos were dropped (n=1), births with gestations below 17 or 
above 47 weeks (n=3) (Gregory, Martin, Argov, & Osterman, 2019), and implausible 
birthweight and gestational age combinations (n=33) also were excluded (Gregory et al., 2019). 
After applying the exclusion criteria, including dropping foreign-born women not from SSA or 
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the Caribbean (n=4,071), 181,377 births remained.  Last, observations with missing data on any 
of the study variables were excluded (i.e., complete cases), resulting in a final analysis file of 
167,558 births. 
 
Out of all analysis variables there was missingness on five, none of which exceeded 5% 
of the total: preterm birth (n=34), smoking/alcohol (n=929), previous PTB (n=9299; 5.1%), age-
at-migration (3,855), and duration of U.S. residence (3,855).  Therefore, it was decided to 
conduct analysis with complete cases only.  Further examination of missing data patterns by 
maternal birthplace (Table 2) revealed that the prior PTB variable is more likely to be missing 
among SSA-born versus Caribbean-born women.  Conversely, the question on duration of U.S. 
residence is more likely to be missing among Caribbean versus SSA-born women.  
The resulting analytic dataset consists of 96,842 births to US-born women, 48,169 births 
to Caribbean-born women, and 22,547 births to sub-Saharan African-born Black women. Among 
the births to foreign-born women, the majority (68.1%) are to Caribbean-born women and 31.9% 
are to African-born women. 
 
Table 2: Examining Missing Values in Study Variables 
 









% missing  % missing % missing 
PTB (0.02% missing) 0.02% 0.01% 0.02% 
Smoking and Alcohol (0.51% 
missing) 
0.60% 0.41% 0.36% 
Previous PTB (5.13% 
missing) 
4.88% 4.87% 6.66% 
Age-at-Migration (4.88% 
missing) 
 5.46% 3.64% 
Duration of U.S. Residence 
(4.88% missing) 
 5.46% 3.64% 
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 Preterm Birth: I defined preterm birth using the clinical/obstetric estimate of gestational 
age between 17 and less than 37 weeks (Gregory et al., 2019). Research has shown the clinical 
estimate is more accurate than the last menstrual period (LMP) estimate (Martin, Osterman, 
Kirmeyer, & Gregory, 2015).  
Maternal Nativity: Country of birth was grouped into three categories: U.S. -born, 
Caribbean-born, sub-Saharan Africa-born. The creation of the Caribbean category was based on 
the Migration Policy Institute’s definition of Caribbean countries (Zong & Batalova, 2011). Our 
Caribbean category includes Jamaica (34%), Haiti (20.4%), Trinidad & Tobago (14.2%), Guyana 
(13.7%), and other Caribbean countries (17.8%). The SSA category was informed by the 
All NYC live births to  
Non-Hispanic Black mothers  
age 15-50 
singleton births 
2008 – 2016 
n = 185,485 
All NYC live births to  
Non-Hispanic Black mothers  
Born in the U.S., Caribbean or SSA 
(-exclusionary criteria) 
n = 181,377 
All NYC live births to  
Non-Hispanic Black mothers  
Born in the U.S., Caribbean or SSA 
(with complete cases) 
n = 167,558 
- observations with missing data on study variables 
- births to foreign-born moms born outside of SSA or the 
Caribbean  
Implausible nativity and duration of U.S. residence 
combinations 
- implausible birthweight and gestational age 
combinations  
- gestations below 17 or above 47 weeks  
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Migration Policy Institute (Echeverria-Estrada & Batalova, 2019). Our sub-Saharan African 
category includes Ghana (20.9%), Nigeria (18.1%), Guinea (11.1%), Mali (7.3%) and other SSA 
countries (42.6%).  
Duration of U.S. Residence: NYC began collecting duration of U.S. residence if foreign-
born in 2008. Following prior research (J. Teitler et al., 2015) I captured duration of U.S. 
residence utilizing the following categories: <1, 1-2, 3-5, 6-10, 11-15, 16-20, and 21+ years.  
Age at migration: The duration of U.S. residence variable was subtracted from the 
maternal age variable to create the age at migration variable. Following prior research (J. Teitler 
et al., 2015), I dichotomized the age at migration variable: migrated at age 17 and under (child 
migrant) or migrated at age 18+ (adult migrant).  
Covariates: I examined the following maternal sociodemographic characteristics: 
maternal age (19 and under; 20-34 years; and 35+ years), marital status (married and not 
married).   
Health Behaviors and Medical Risk Factors: I constructed a smoking [Cigarette smoking 
in the 3 months before or during pregnancy] and alcohol [alcohol used during this pregnancy] 
variable (none, alcohol – yes, smoking – yes, alcohol and smoking) and prenatal care use (no 
prenatal care and missing, Yes – 1st trimester, Yes – after 1st trimester) analysis. Medical risk 
factors, hypertension and/or diabetes (none, hypertension – yes, diabetes – yes, hypertension and 
diabetes). I constructed a parity and previous preterm birth variable (first birth, no previous 
preterm birth, yes previous preterm birth). This is important because parity is associated with 






Descriptive statistics for all study variables, by nativity and birth region were generated. Next, 
binary logistic regression models were estimated to evaluate the crude and adjusted odds of PTB 
by duration. Finally, potential effect modification by timing and birth region was assessed with 
stratification. 
Results 
Descriptive Statistics  
Overall, Black foreign-born women who gave birth in NYC between 2008-2016 had a 
more favorable PTB risk profile than U.S. -born Black women. These findings are summarized 
in Table 1, which shows the distribution of the study variables, first comparing U.S. -born Black 
women with all foreign-born Black women, and then providing further comparisons within the 
foreign-born by region of origin: Caribbean-born and SSA-born.  
In regard to sociodemographic characteristics, foreign-born women have fewer teen 
births, more education, and are much more likely to be married.  Foreign-born women are also 
more likely to be age 35 or older at delivery, which is generally associated with higher PTB risk. 
Further examination by region of birth shows that there is a concentration of African-born 
women at the lowest and highest education levels.  
Similarly, foreign-born women tend to have fewer PTB health risk factors, consistent 
with the widely reported “healthy immigrant” profile. Specifically, their birth records report less 
cigarette and alcohol use, a lower prevalence of previous preterm birth(s), and comparable 
prenatal care entry to US-born women. The birth records of foreign-born women do report a 




Table 3: Comparison of maternal characteristics by region of origin among U.S. -born and foreign-born 
Black women, 2008 – 2016 NYC vital statistics birth record data, N = 167,558. 
 
















           
Maternal age  
     
 
<20  10.9 2.5 <.001 3.0 1.6 <.001 
20-34  75.6 69.6 
 
69.8 69.1  
35+ 13.4 27.9  27.3 29.3  
Maternal Education  
     
 
Less than high school; No 
Diploma  
23.3 17.0 <.001 13.3 24.8 <.001 
High school graduate or GED  26.2 30.0 
 
32.1 25.6  
Some College and Associates  33.2 31 
 
34.5 23.1  
Bachelors  11.1 15.5 
 
14.1 18.5  




5.6 7.6  
Marital Status  
     
 
Married  19.1 46.1 <.001 41.7 55.7 <.001 
Health Behaviors  
     
 
Smoking and/or alcohol 
     
 
Smoking - Yes  5.2 0.61 <.001 0.77 0.28 <.001 
Alcohol - Yes  0.69 0.66 
 
0.66 0.64  
Smoking and alcohol - Yes  0.15 0.03 
 
0.04 0.01  
Prenatal care  
     
 
Yes, began in 1st trimester 62.6 58.0 <.001 60.1 53.7 <.001 
Yes, began after 1st trimester 31.4 38.2 
 
36.1 42.8  
 No, prenatal care and missing  6.02 3.8 
 
3.9 3.5  
Medical Risk Factors  
     
 
Hypertension and/or diabetes  
     
 
Hypertension - Yes  7.4 6.1 <.001 6.2 5.8 <.001 
Diabetes - Yes  3.8 7.2 
 
7.5 6.4  
Hypertension and diabetes - 
Yes   
1.2 1.5 
 
1.5 1.3  
Reproductive Hx       
First birth - Yes  49.8 40.8 <.001 43.9 34.3 <.001 
Previous PTB - No  46.6 56.4  53.4 63  
Previous PTB - Yes  3.6 2.8  2.8 2.7  
 Duration of U.S. Residence       
< 1 year  
 
 
13.0 <.001 10.9 17.5 <.001 
1 – 2 years 9.2  6.9 14.0  
3 - 5 years 13.9  11.3 19.4  
6 - 10 years 22.6  20.7 26.8  
11 - 15 years  17.5  19.0 14.7  
16 – 20 years 11.5  14.4 5.3  
21 + years  12.3  17.0 2.4  
Age at migration      
<18 36.7 <.001 46.6 15.6 <.001 




At the bottom of Table 1 is the first known descriptive information on duration of U.S. 
residence and timing of immigration for Black foreign-born women recording live births in the 
U.S.  We see that Caribbean-born women delivering in NYC tend to have a longer duration in 
the U.S. than African-born women. This is reflected in the timing of migration, which shows that 
47% of Caribbean-born women versus only 15% of African-born women migrated to the U.S. 
during childhood (i.e., before their 18th birthday).  
PTB Prevalence rates: Nativity, Duration of U.S. residence 
Moving from descriptive analyses to estimating associations, I replicated prior research in 
finding that U.S. -born Black women had higher rates of PTB compared to their foreign-born 
counterparts (Table 2). US-born women had a PTB rate of 11.4% compared to 9.6% for foreign-
born women overall. I also found that Caribbean-born women had a higher PTB prevalence rate 
(10.9%) compared to SSA-born women (7.0%). The results are consistent considering the 
elevated risk profile exhibited by the Caribbean-born relative to the SSA-born in this study. The 
PTB rate for the Caribbean-born women is very similar to that of the U.S. -born Black women.  
Table 4: Distribution of preterm birth by maternal nativity among Black women in New York City, 2008 
– 2016 (N=167,558) 
 
Mothers place of birth Preterm Birth 
% # p value 
US-born 11.4 11,004 <.001a 
Foreign-born 
 
9.6 6,805  








a Pearson Chi square test for difference in the distribution among US-born and foreign-born Black women  
b Pearson Chi square test for difference in the distribution among Caribbean-born and SSA-born women  
 
After comparing rates of PTB by maternal nativity, I now move to comparing PTB rates of the 
foreign-born population by duration of U.S. residence, which has not been previously reported 
for Black women. Overall, the PTB rate increased as duration increased (Table 3). 
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Table 5: Distribution of preterm birth by duration of U.S. residence among foreign-born Black women in 








 Duration  % # of PTB % # of PTB % # of PTB 
< 1 year 7.9 734 8.5 448 7.3 286 
1 – 2 years 7.7 500 9.7 322 5.6 178 
3 - 5 years 7.7 754 9.2 498 5.9 256 
6 - 10 years 9.2 1,470 10.6 1,059 6.8 411 
11 - 15 years  10.7 1,325 11.3 1,023 9.1 302 
16 – 20 years 11.5 937 12.1 840 8.2 97 
21 + years 12.5 1,085 12.7 1,032 9.7 53 
   7,185  5,505  1,680 
Rate for U.S. -born Black women is 11.4% (n=11,573) 
 
The PTB rate for foreign-born Black mothers with the shortest duration (<1 year) is 7.9% and for 
the foreign-born mothers with the longest duration (21+years) the PTB rate is 12.5%. For the 
most part this linear association persists when considering region of origin, with the exception of 
African-born women who have lived in the U.S. for less than one year.  
Multivariable Models 
Results from the logistic regression analyses are presented in Table 4. The first column 
replicates the descriptive findings in showing that the odds of PTB are lower for foreign-born 
(vs. US-born) Black women. Further, this finding holds for both Caribbean-born and African-
born women, although the disparity is much smaller for the former group (OR 0.95). Next, I 
evaluated the extent to which adjusting for the set of maternal sociodemographic and health risk 
factors explains the within-Black disparities in the odds of PTB.  
The unadjusted PTB and region/nativity models found that foreign-born Black women 
had significantly lower odds of PTB compared to US-born Black women (OR 0.83; CI 0.80, 
0.86). Studies of this nature typically conduct two comparisons of PTB risk differences between 
the (1) US-born and the foreign-born and then between the (2) African-born and Caribbean-born. 
Considering the very similar PTB prevalence rates between the US-born (11.4%) and the 
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Caribbean-born (10.8%), an examination of the difference in PTB odds between the US-born and 
the foreign-born by region was conducted. 
Table 6: Odds Ratios with 95% confidence intervals from logistic regression models for preterm birth for 









Foreign-born (US-born) 0.83 [0.80; 0.86] 0.87 [0.84; 0.90]  
Caribbean-born (US-born) 0.95 [0.92; 0.98]  0.98 [0.94; 1.02] 
SSA-born (US-born) 0.59 [0.56; 0.62] 0.63 [0.59; 0.67]. 
Maternal age (<20)   
20-34  1.06 [0.99; 1.13] 1.06 [0.99; 1.13] 
35+ 1.40 [1.30; 1.51] 1.40 [1.30; 1.50] 
Marital status (not married)   
Married  0.87 [0.84; 0.90] 0.89 [0.86; 0.92] 
Smoking/Alcohol (no use)   
Alcohol only  1.01 [0.84; 1.22] 1.01 [0.84; 1.22] 
Smoking only 1.32 [1.22; 1.43] 1.32 [1.22; 1.42] 
Alcohol and smoking 2.43 [1.71; 3.46] 2.40 [1.69; 3.43] 
Prenatal care (no PNC)   
Yes, 1st trimester  0.46 [0.44; 0.49] 0.46 [0.44; 0.49] 
Yes, after 1st 0.39 [0.37; 0.41] 0.39 [0.37; 0.42] 
Medical risk factors (none)   
Hypertension only   2.55 [2.42; 2.67] 2.54 [2.42; 2.67] 
Diabetes only 1.56 [1.46; 1.66] 1.55 [1.45; 1.65] 
Hypertension & Diabetes 3.53 [3.21; 3.89] 3.51 [3.19; 3.87] 
Previous PTB (primip)   
No  0.94 [0.91; 0.97] 0.95 [0.92; 0.98] 
Yes 2.90 [2.71; 3.10] 2.92 [2.73; 3.12] 
The fully adjusted models control for the following explanatory variables: maternal age, marital status, reproductive history, smoking and alcohol, prenatal care, 
hypertension and diabetes. 
For each comparison the omitted category is given in parentheses 
Maternal education was not included due to the variation in education across the regions represented 
 
When examining by region the unadjusted PTB odds for the SSA-born and Caribbean-
born were significantly lower, relative to the US-born. However, the PTB odds difference 
between the Caribbean-born and the US-born was explained in the fully adjusted model 
controlling for all of the potential confounders, (OR 0.98; CI 0.94, 1.02). However, the foreign-





Duration models  
The final series of models was restricted to foreign-born women only in order to estimate 
the association between duration of U.S. residence and the odds of PTB. Table 5 contains the 
unadjusted effect of region and duration within the foreign-born, and the fully adjusted model. 
The unadjusted association between birth region (SSA vs. Carib) and PTB is slightly stronger 
than the fully adjusted association. When examining the effect of duration, while adjusting only 
for age and parity/previous PTB, duration was found to be a risk factor for PTB only for women 
living in the U.S. for six or more years. 
* Did control for maternal age and parity in the unadjusted model as informed by Teitler et al., 2015 
For each comparison the omitted category is given in parentheses 
Maternal education was not included due to the variation in education across the regions represented 
 
Table 7: Odds Ratios with 95% confidence intervals from logistic regression models for preterm birth for 
foreign-born, Caribbean-born, sub-Saharan African-born, New York City 2008 -2016 
 Unadjusted Model  
N=70,716 
Fully adjusted Model  
N=70,716 
SSA-born (Caribbean-born) 0.62 [0.59; 0.66] 0.68 [0.64; 0.73] 
Maternal age (<20)   
20-34 1.17 [0.98; 1.40] 
35+ 1.60 [1.33; 1.92] 
Marital status (not married) 
 Married .94 [0.90; 0.99] 
Smoking/Alcohol (no use) 
Alcohol 1.16 [.86; 1.57] 
Smoking 1.18 [.88; 1.57] 
Alcohol & Smoking 2.84 [1.05; 7.64] 
Prenatal care (no PNC) 
Yes, 1st trimester 0.42 [0.38; 0.47] 
Yes, after 1st 0.35 [0.32; 0.39] 
Medical risk factors (no risks) 
Hypertension  3.08 [2.85; 3.34] 
Diabetes 1.52 [1.38; 1.66] 
Hypertension & Diabetes 3.80 [3.29; 4.39] 
Previous PTB (primip) 
No 0.78 [0.74; 0.83] 
Yes 2.31 [2.06; 2.60] 
Duration* (<1 year)  
1 – 2 years 0.96 [0.85; 1.08] 0.96 [0.85; 1.08] 
3 - 5 years 0.96 [0.86; 1.07] 0.95 [0.85; 1.06] 
6 - 10 years 1.17 [1.06; 1.28] 1.11 [1.01; 1.22] 
11 - 15 years  1.38 [1.25; 1.51] 1.24 [1.12; 1.37] 
16 – 20 years 1.50 [1.36; 1.66] 1.24 [1.11; 1.38] 
21 + years 1.65 [1.49; 1.81] 1.23 [1.11; 1.37] 
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When examining the effect of duration of U.S. residence, in the fully adjusted model, 
which included all sociodemographic, health behaviors, medical risk factors and duration of U.S. 
residence, I found that the lower PTB odds for the sub-Saharan African-born (OR 0.68; CI 0.64, 
0.73) relative to the Caribbean-born persisted. 
Table 8: Odds Ratios with 95% confidence intervals from logistic regression models for preterm birth 
stratifying by age and region; for foreign-born, Caribbean-born, sub-Saharan African-born, other-born 
Black women, New York City 2008 -2016 
 















0.61 [0.53;  0.71] 0.70 [0.65;  0.75]  
Maternal age (<20)  
20-34 1.08 [0.87;  1.33] 1.57 [0.92;  2.68] 1.39 [0.85;  2.25] 1.12 [0.93;  1.36] 
35+ 1.34 [1.05;  1.72] 2.24 [1.31;  3.84] 2.03 [1.24;  3.32] 1.50 [1.23;   1.83] 
Marital status (not 
married) 
 
Married 0.92 [0.84;  1.00] 0.96 [0.90;  1.03] 0.89 [0.80;  0.98] 0.96 [0.91;  1.02] 
Smoking/Alcohol  
Alcohol 1.44 [0.93;  2.23] 0.97 [0.64;  1.47] 1.13 [0.62;  2.08] 1.17 [0.83;  1.65] 
Smoking 1.22 [0.86;  1.74] 1.08 [0.65;  1.78] 0.72 [0.25;  2.06] 1.23 [0.91;  1.66] 
Alcohol & Smoking 4.57 [1.39;  15.03] 1.07 [0.13;  8.87] 12.80 [0.78;  209.58] 2.40 [0.83;  6.96] 
Prenatal care (no 
PNC) 
 
Yes, 1st trimester 0.47 [0.40;  0.55] 0.39 [0.34;  0.45] 0.42 [0.34;  0.52] 0.42 [0.37;  0.48] 
Yes, after 1st 0.41 [0.34; 0.49] 0.32 [0.28;   0.37] 0.34 [0.27;  0.42] 0.36 [0.32;  0.41] 
Medical risk factors  
Hypertension  2.65 [2.32;  3.02] 3.38 [3.06;  3.73] 3.73 [3.21;  4.34] 2.88 [2.62;  3.15] 
Diabetes 1.44 [1.23;  1.69] 1.56 [1.40;  1.74] 1.65 [1.36;  1.99] 1.48 [1.33;  1.64] 
Hypertension & 
Diabetes 
3.80 [2.95;  4.90] 3.81 [3.20;  4.53] 3.90 [2.91;  5.23] 3.78 [3.20;  4.45] 
Prior PTB (primip)   
No 0.87 [0.80;  0.95] 0.72 [0.67;  0.78] 0.65 [0.58;  0.73] 0.83 [0.78;  0.89] 
Yes 2.64 [2.20;  3.18] 2.08 [1.79;  2.41] 2.10 [1.67;  2.64] 2.36 [2.06;  2.70] 
Duration (<1 year)   
1 – 2 years 1.09 [0.39; 3.09] 0.94 [0.83;  1.07] 0.75 [0.61;  0.91] 1.10 [0.95; 1.29] 
3 - 5 years 1.02 [0.42;  2.46] 0.95 [0.84;  1.06] 0.79 [0.66;  0.95] 1.06 [0.93;  1.22] 
6 - 10 years 1.14 [0.48; 2.72] 1.13 [1.01;  1.26] 0.91 [0.77; 1.08] 1.24 [1.10;  1.40] 
11 - 15 years  1.31 [0.55; 3.12] 1.25 [1.11;  1.41] 1.14 [0.95;  1.37] 1.32 [1.17;  1.50] 
16 – 20 years 1.38 [0.58;  3.29] 1.10 [0.94  1.30] 0.95 [0.74;  1.23] 1.36 [1.20;  1.55] 
21 + years 1.35 [0.56;  3.21] 1.48 [1.13;  1.94] 1.06 [0.77 1.46] 1.35 [1.19;  1.53] 
The models control for the following explanatory variables: duration of U.S. residence, age at migration, maternal age, marital status, reproductive history, smoking 
and alcohol, prenatal care, hypertension and diabetes. 
For each comparison the omitted category is given in parentheses 




The fully adjusted model in table 7 also found support for partial mediation of duration 
by maternal sociodemographic and health characteristics; duration was an independent risk 
factor for PTB only for women living in the U.S. for six or more years. The five-year duration 
buffer persists despite controlling for other known risk factors. 
The next two duration models (table 8) evaluated age-at-migration as a potential effect 
modifier and found support for this interaction. In the fully adjusted models, duration was not 
associated with PTB for immigration in childhood, but positively associated with PTB for 
immigration in adulthood.  
Evidence for effect modification by region of birth was also found. For women born in 
Sub-Sahara Africa, residing in the U.S. from one to five years (vs. less than 1 year) was 
associated with lower PTB odds. By contrast, for women born in the Caribbean, longer duration 
was associated with higher PTB odds.  
Collectively, the multivariable models did little to explain the foreign-born PTB 
advantage relative to the US-born and the SSA-born advantage relative to the Caribbean-born, or 
the SSA-born advantage relative to the US-born. One exception was the modest PTB differential 
between U.S. -born and Caribbean-born women (crude OR 0.95), which was attenuated and no 
longer statistically significant in the fully adjusted model (adjusted OR 0.98).  
Discussion  
Research has focused on documenting Black-White disparities in adverse birth outcomes. 
As of late this research has moved towards documenting and trying to explain birth outcome 
disparities between native-born and foreign-born women living in the U.S. Much of this work 
has unsuccessfully attempted to explain why immigrant health advantages erode over time by 
adjusting for sociodemographic and health characteristics. A smaller body of studies has 
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attempted to explain the well documented adverse birth outcome disparities within the Black 
population living in the U.S. The studies that have focused on this have been unable to examine 
duration of U.S. residence, which is critical for the examination of maternal and infant health 
deterioration over time residing in the U.S. The studies that have examined the influence of 
duration of U.S. residence on the adverse birth outcomes of immigrants have been unable to 
conduct this examination in the Black population due to data limitations. Even fewer studies 
have been able to focus on how these differential rates of adverse birth outcomes differ within 
the Black population while controlling for health behaviors/status and duration of U.S. residence. 
This study does just that, while investigating how the association between duration and preterm 
delivery vary by age-at-migration and region of origin.  
Our findings show that US-born women have a higher risk profile in regard to 
sociodemographic characteristics, health behaviors, and medical risk factors than the foreign-
born overall. When comparing within the foreign-born, the SSA-born have a lower risk profile 
than Caribbean-born women. The U.S. -born women have the highest PTB prevalence rate, 
followed by the Caribbean-born women and then the SSA-born women. These findings are all 
consistent with prior studies. The overall relationship between PTB prevalence and duration for 
foreign-born Black mothers is linear with PTB prevalence increasing as duration increased. This 
differs from the findings in Teitler et al. (2015), which found a curvilinear relationship between 
duration and infant birth weight among all immigrants. 
When stratifying by age-at-migration the linear association between duration and PTB 
persisted for women who migrated as adults but not for women who migrated as children, 
although none of the odds ratios are significant in the childhood strata. This is in contrast to the 
Teitler et al. findings for all immigrants combined, for whom there was evidence of health 
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deterioration with increasing duration only among those who migrated as children. This may be 
due to the fact that perhaps for Black immigrants the driving force behind immigrant health 
deterioration over time could be racial stress. Those who migrated as children might not have 
been as able to perceive discrimination or could have been less of a target of interpersonal 
discrimination being that they were children.  
When stratifying by region there was a significant protective effect for recent SSA-born 
immigrants (1-5 years duration vs. < 1 year (referent group)) that was not evident among the 
Caribbean-born. By contrast, duration was positively associated with Caribbean-born Black 
mothers’ PTB risk. This may be due to differences in perceptions of racial stress. Future research 
should examine differences in perceived discrimination by region of origin among Black 
immigrants.  
Strengths of this study include the sample size of both U.S. born and foreign-born Black 
women and the data on duration of U.S. residence. Limitations include, the dataset being limited 
to live singleton births in NYC, which may limit the generalizability of the findings. The NYC 
vital birth record data also only began collecting duration if foreign born in 2008, which limits 
the years of data and sample size for the estimates of the association between duration and PTB. 
Conclusions and Study Implications 
This study replicates prior work in documenting the great variation that exists in the 
adverse birth outcomes of Black women living in the US, not just within the Black population by 
nativity, but also within the Black foreign-born population by birth region. Conclusions about 
longitudinal trends in Black-White birth outcome disparities need to consider the growing 
percentage of all Black births that are contributed by relatively healthier immigrants. Failure to 
account for this demographic change could support the conclusion that the adverse health 
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impacts of the U.S. social stratification system are decreasing over time. After controlling for 
sociodemographic characteristics, health behaviors, and medical risk factors, this study was still 
unable to explain the lower PTB risk of the foreign-born relative to the US-born and the lower 
PTB risk of the Sub-Saharan African-born relative to the Caribbean-born. Foreign-born Black 
women in general are understudied however, we know even less about sub-Saharan Africans in 
particular. The finding that relatively recent migration from SSA is potentially protective against 
PTB, even if confined to the first five years post-migration, is notable and merits further study. 
Considering how much they varied from the U.S. -born and Caribbean-born women in this study, 
future research should give more attention to sub-Saharan Africans.  
Future research should examine the role of racial discrimination for the U.S. -born, 
Caribbean-born and SSA-born Black women living in the United States. Racial stress is known 
to influence health and birth outcomes in particular. Given the variation across these populations, 
and our inability to account for the persistent disparities when controlling for health behaviors 
and health status, future research should examine the role of racial stress. Future research should 
also continue to examine the role of duration of U.S. residence and age at migration on the 










CHAPTER 3: IDENTITY AND DISCRIMINATION AMONG U.S.-BORN AND 
FOREIGN-BORN NON-HISPANIC BLACK MOTHERS IN NEW YORK CITY 
 
Background 
 While quantitative evidence has allowed for the documentation of an established 
difference in preterm birth (PTB), which is defined as being born prior to 37 weeks gestation 
(Centers for Disease Control and Prevention, 2015), within the Black population by nativity, it 
leaves U.S. unable to fully understand the pathways, mechanisms and contributing factors 
operating to create such disparities. Developing an understanding of how these disparities 
operate and continue to persist is essential.  
 Quantitative studies have controlled for sociodemographic characteristics, medical risk 
factors, and health behaviors and yet continue to remain unable to explain the documented 
adverse birth outcome differences within the Black population residing in the United States. 
Previous quantitative studies (Dominguez et al., 2009; Elo et al., 2014) and qualitative studies 
(Nuru-Jeter et al., 2009) have provided evidence suggesting the importance of examining the role 
of stress, particularly racial stress, on the adverse birth outcomes of U.S. -born and foreign-born 
non-Hispanic Black women. Additionally, race/ethnicity scholarship provides support for an 
exploration into the relationship between racial identity and perceived discrimination within the 
Black population by nativity (Waters, 1999). Finally, there is a lack of knowledge on the 
intersection of racial identity, nativity and pregnancy, labor and delivery experiences of U.S. -
born and foreign-born non -Hispanic Black women living in the U.S. , and whether or not they 
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differ from one another. An examination of the factors listed above will improve our 
understanding of PTB disparities within the Back population in the U.S. by nativity. 
Understanding the ways in which the health of U.S. -born and foreign-born non-Hispanic 
Black mothers is impacted by the racial climate of our society, how they navigate their 
experiences, and the ways in which their experiences may differ by region is vital to improving 
population health. This study examines the ways in which seven U.S. -born non-Hispanic Black 
mothers, seven Caribbean-born non-Hispanic Black mothers, and seven sub-Saharan African-
born non-Hispanic Black mothers experience their racial identity, perceived discrimination, and 
their pregnancy, labor and delivery care while living in New York City. New York City is an 
ideal setting for such a study considering the diversity and high rates of Black immigrants. 
Providing this context on the relationship between racial identity and racial stress is essential to 
developing a complete understanding of nativity disparities. In particular, this study explores 
their relationship with their Black identity, the ways in which they navigate, and buffer perceived 
racial discrimination and their experience while seeking care during their pregnancy and 
labor/delivery.  
Perceived Racial Discrimination and Maternal Health  
Racism is a system of oppression that operates at multiple levels (Jones, 2000), 
structuring opportunity and assigning value based on an individuals’ perceived race (Slaughter-
Acey et al., 2015). Perceived racial discrimination is an interpersonal form of racial 
discrimination that is considered to be among the stressors that are chronically experienced over 
the life course (Ong et al., 2009). Stressors that contribute to persistent inequalities are typically 
those that extend across the life course (Ong et al., 2009), influencing health trajectories and 
creating elevated risk for adverse health outcomes. Pearlin’s stress process model links stress to 
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health, proposing that race/ethnicity and other social characteristics can lead to both acute and 
chronic stressors that affect health (Pearlin et al., 1981). The chronic stress of living in the 
inherently racially stratified U.S. could result in physiologic wear and tear (also known as 
allostatic load - a measure of the accumulation of stress over time) and erode the body’s ability 
to regulate (Geronimus, 1996; Hobel et al., 2008). Indeed, Lu and Halfon hypothesized that 
allostatic load over the life course can impact reproductive function (Lu & Halfon, 2003). This 
deregulation is representative of bio-psychosocial mechanisms through which stress can operate 
over the life course, leading to poor health outcomes and racial health disparities. While 
perceived racial discrimination is only one dimension of racism, it is increasingly used for 
understanding disparities in health, receiving empirical attention as a class of stressors that may 
have unique consequences for health (Williams & Mohammed, 2009).  
Research has suggested an association between racial discrimination and maternal and 
infant health among U.S. -born non-Hispanic Black women (Collins et al., 2004a; Dominguez et 
al., 2009; Viruell-Fuentes et al., 2012). While there have been studies that focus on the 
discrimination experiences of U.S. -born Black women there has often been a lack of 
representation from foreign-born Black women in these studies. Nuru-Jeter et al (2009) provided 
qualitative evidence on the experiences of U.S. -born non-Hispanic Black women of childbearing 
age with racism. This study found that African-American women's racism experiences start early 
in life and continue pervasively throughout the life course. However their study did not include 
foreign-born Black women. This chapter examines racism experiences for U.S. -born and 
foreign-born non-Hispanic Black women and the relationship between racial stress and nativity, 
as it relates to maternal health.  
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The complexity of assessing the role of racial discrimination in connection to birth 
outcomes can be daunting; however, due to the legacy of racism in the U.S. there are significant 
implications for both infant and adult health that make it imperative to do so (Hogan et al., 2012; 
Lu & Halfon, 2003). Many studies have highlighted that race-based stress that mothers 
experience across their lifetimes may influence their birth outcomes (Brown, 2018; Gee et al., 
2012; Halfon, Larson, Lu, Tullis, & Russ, 2014). However less is known about the role of racial 
discrimination in shaping the birth outcomes of foreign-born Black women (Nuru-Jeter et al., 
2009). Moreover, research has shown that stress resulting from perceived racial discrimination 
can be a particular form of stress for Black women, who are in the unique position of 
experiencing gendered racism (Rosenthal & Lobel, 2011, 2018). How these experiences with 
perceived racial discrimination influence maternal health, and whether they operate in the same 
way for all Black mothers regardless of nativity, is not well known. Understanding whether the 
race-based stress and birth outcomes relationship operates differently for US-born and foreign-
born Black populations, is vital to developing a better understanding of the persistent 
racial/ethnic health disparities in birth outcomes in the U.S.  
Variation among non-Hispanic Black Mothers 
The Black population in the U.S. is increasingly foreign-born making it imperative to 
consider nativity when examining the relationship between perceived discrimination and 
maternal/infant health outcomes. The increase in the numbers of foreign-born Black women 
arriving in the U.S. does more than just change the demographic landscape of the US; it also 
influences what it means to be Black in America (Benson, 2006). Ignoring this and aggregating 
the Black population masks an ethnically diverse group (Thelamour & Johnson, 2017), further 
perpetuating the invisibility of the foreign-born and potentially masking an even larger disparity 
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between U.S. -born Black women and white women. Foreign-born Black women may not 
consider race to be a particularly relevant social characteristic, especially if they belonged to the 
racial majority in their homelands (Dominguez et al., 2009; Viruell-Fuentes et al., 2012). In fact 
their arrival in the U.S. may be the first time they have had to grapple with their Black identity 
and what being Black in America might mean. Whereas for U.S. -born Black women they have 
been dealing with the effects of being Black in America not only for their entire lifetime but also 
have a generational effect that the foreign-born do not have. Given the differing orientations to 
Black identity, racial discrimination may be differentially internalized within the Black 
population, which leads to differential links between racial discrimination and physical health 
(Dominguez et al., 2009; Giscombe & Lobel, 2005). It is vital to develop an increased 
understanding of the relationship between racial stress and nativity for the foreign-born and how 
it may differ from the U.S. -born.  
Research has suggested that there is variance in how U.S. -born and foreign-born Black 
women perceive racial discrimination. Dominguez et al (2009) study provided strong 
quantitative evidence that differential exposure to self-reported racism over the life course may 
be a critically important factor that distinguishes US-born Black women from their foreign-born 
counterparts. This work highlights the importance of studying how experiences with racism 
differ for Black women born in the U.S. compared to those born abroad. Considering the fact 
that we know racism negatively influences reproductive health, understanding the differing 
relationship between racism and nativity is vital.  
There are differences in how racial discrimination is perceived among Black women 
residing in the United States. Dominguez et al (2009) study found that self-reported prevalence 
of personal racism and group racism was significantly higher among US-born than foreign-born 
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Black pregnant women, with US-born women having 4.1 and 7.8 times the odds, respectively, of 
childhood exposure. Moreover, the study found that US-born women more closely resembled 
foreign-born women from the Caribbean than those from Africa. Different levels of 
accumulation of racial stress will result in increased or decreased risk for experiencing an 
adverse birth outcome. Health disparities across these major groups of the Black population 
(African-born, Caribbean-born, and U.S. -born) may be attributable to differences in the way 
these groups conceptualize race and interpret racial discrimination (Deaux et al., 2007). The 
Dominguez study while providing strong quantitative evidence, was unable to further investigate 
why there are self-reported racism differences by nativity within the Black population and, 
furthermore, why variation exists within the foreign-born by region.  
Understanding the interplay between Black identity, racism, and nativity for Black 
mothers living in the US, and whether or not these factors operate the same way for all Black 
people regardless of nativity, could provide a more in-depth understanding of why there are birth 
outcome disparities within the Black population in the U.S. The characterization of the Black 
experience as monolithic is inaccurate and naïve as it fails to capture the complexity surrounding 
Black identity in America. The purpose of this qualitative study is to explore how nativity, Black 
identity and experiences with perceived racial discrimination inform or influence the 
pregnancy/labor/delivery/ experience, for U.S. -born, sub-Saharan African-born, and Caribbean-
born non-Hispanic Black women, living in NYC. Investigating the reproductive health status of 
foreign-born Black women may help U.S. learn how U.S. residence impacts the health of all 
Black mothers. This chapter conducts an in-depth examination into the varying perceptions of 
racial discrimination by nativity and an exploration of how Black identity differs by nativity. 
Providing this context will greatly improve understanding of the impact of racial discrimination 
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on health and the interplay of the potential mechanisms contributing to adverse birth outcomes 
disparities by nativity within the Black population.  
This chapter answers the following research questions: 
 (1) Are there qualitative differences in the narratives on one’s relationship to their racial 
identity across these groups?  
(2) Are there differences in the reported experiences of racial discrimination and 
pregnancy-related racial discrimination across these Black groups?  
The conceptual model below illustrates the independent variable as nativity and the dependent 
variable as pregnancy/labor/delivery experience and the mediator as perceived racial 
discrimination with Black identity moderating the effect of the relationship between nativity and 
discrimination.  
Figure 3.1: Aim 2 Conceptual model
 
The theories and perspectives that support this research are also included in this visual of the 
conceptual model. The life course perspective is across the entire model and the chronic stress 





I conducted a qualitative study that elaborates on sources of preterm birth disparities 
through the exploration of the role of racial discrimination, including the relationship between 
identity and discrimination, for African-born, Caribbean-born and U.S. -born non-Hispanic 
Black mothers, via semi-structured interviews in NYC. 
Data Collection 
From May to July 2017, 21 semi-structured interviews were conducted with seven U.S. -
born non-Hispanic Black women, seven African immigrant women, and seven Caribbean 
immigrant women in New York City. New York City is a diverse city with a sizeable foreign-
born Black population, making it an ideal setting for such research. In addition, the eligibility 
section of the questionnaire form asked whether participants have a child, identify racially as 
being Black or U.S. -born non-Hispanic Black and whether they were born in the U.S. and if not 
where they were born and how many years they have lived in the U.S. for.  
Semi-structured interviews met the need for an exploration of individual experiences. 
There were two versions of the interview guide created, foreign-born moms were asked 
questions about their migration experience and U.S. -born moms were asked questions about 
being American and raised in NYC. All moms were asked questions about their racial identity, 
experiences with perceived racial discrimination and their experience seeking health care during 
their pregnancy/labor/delivery. Interviews also helped build a one-on-one rapport needed to elicit 
narratives on racial identity and racial discrimination within the Black population in order to 
address our study’s aim (Morgan, 1996). After obtaining written consent, I collected data on the 
participants’ socio-demographic characteristics using a brief questionnaire that participants filled 
 
 48 
out individually prior to the interview. This included race/ethnicity, age, marital status, and 
education. The questionnaire also asked about maternal health behaviors that are known to affect 
birth outcomes such as alcohol consumption and smoking status.  
I conducted all 21 interviews in-person using an in-depth, semi-structured interview 
guide (see appendix A). The interview guide was developed collaboratively and approved by 
three senior researchers who all contributed to the development of the interview questions. The 
interview guide was pilot tested (IRB number: 16-1239), with the help of funding from the 
Social Science Research Council’s Dissertation Proposal Development Fellowship. The first part 
of the interview guide included questions on Black identity followed by questions on perceived 
discriminatory race-based experiences and lastly questions on maternal health behaviors and 
their pregnancy and labor/delivery experience. For foreign-born participants the interview guide 
included questions about their migration experience and their experience being foreign-born in 
NYC. For US-born participants the interview guide included questions on where they grew up 
and their experience being U.S. -born non-Hispanic Black in NYC. The questions were open-
ended and meant to encourage women to feel comfortable to share as much or as little of their 
experiences as they wish. The interviews were audio-recorded and subsequently transcribed. The 
participants were assigned a number and then a pseudonym and were identified through the 
transcript by this pseudonym. 
I was aware that my positionality as a researcher is shaped by being a Haitian-American 
from Brooklyn, a Black mom, and a PhD student. Understanding that my positionality may 
influence how I identified and interpreted subtle and explicit differences in the interview data, I 
made a conscious effort throughout this study to be cognizant of my preconceived notions, while 
simultaneously paying close attention to what the data were revealing. Checking in with the two 
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senior qualitative advisors throughout the entire analysis process, from the initial read to theme 
building, was instrumental in holding myself accountable to the data.  
Participant recruitment 
Adult women, 18 and over, with at least one child, who self-identified as either African-
American (born in America and descended from U.S. slavery), African (had to be born on the 
continent) or Caribbean (born in a Caribbean country) were eligible to participate. Connecting 
with the Center for Health Equity at the NYC Department of Health and Mental Hygiene, 
allowed me to identify ideal recruitment neighborhoods. Recruitment was conducted through 1) 
in-person recruitment in communities and neighborhoods with a high concentration of African-
born mothers, Caribbean-born mothers and U.S. -born non-Hispanic Black mothers 2) posting up 
flyers, participants who called the number on the flyer were screened for eligibility using a 
verbal phone questionnaire and 3) snowball recruitment, where I provided my contact 
information and study information (via a flyer) to participants in order to share with others who 
may be eligible and interested. All participation was voluntary. Twenty-one mothers agreed to 
participate in the interviews. This study was approved by the University of North Carolina at 
Chapel Hill’s IRB and Office of Human Research Ethics (IRB 16-3086). 
Data Analysis 
Using the principles of the Sort and Sift, Think and Shift (Maietta, 2006) methodology 
along with a variety of tools often employed when conducting qualitative analysis, the PI applied 
analytic methods that allowed for familiarization with the data. Qualitative data analysis involves 
searching for patterns in the data and conceptualizing ideas that help explain the presence of 
those patterns. Analysis began with the reading and re-reading of transcripts until content 
became intimately familiar (Ulin, Robinson, & Tolley, 2005). The initial read of the transcripts 
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focused on highlighting powerful quotes and making annotations (Maietta, 2006). The transcripts 
were then re-read and coded by the PI using NVivo version 12. An initial list of deductive codes, 
were created; the transcripts were reviewed and additional inductive and in vivo codes, codes 
that you take directly from your respondents’ transcripts that represent your theoretically 
informed description of what is happening in the data (Charmaz, 2006), were identified. Focused 
coding was practiced. Focused coding allows the researcher to use the most important and/or 
frequent codes to sift, sort, synthesize and analyze large amounts of data (Charmaz, 2006). These 
codes are typically more conceptual and require you to think about which codes are the most 
analytically important in your emerging analysis (Charmaz, 2006). A codebook (see appendix B) 
was created and reviewed by two senior qualitative researchers. This review process resulted in 
subsequent updates and modifications to the codebook until a final codebook was agreed upon 
that accurately reflected the data captured. 
Once the transcripts were coded, a summary memo was written on the individual 
transcript. The memo-writing for each individual transcript allowed the PI to stop analyze ideas 
about each participant’s coded transcript and contribution to the emerging analysis (Charmaz, 
2006). Once all seven individual transcripts from a group were read, annotated, re-read, coded 
and had a memo, those seven individual memos were analyzed to search for topics that were 
occurring across the group (Maietta, 2006). Then a group memo was written. Writing successive 
memos continually immersed the PI in the data analysis and allowed for an increased level of 
idea abstraction (Charmaz, 2006). This resulted in a total of twenty-four analytic memos 
(Charmaz, 2006; Miles M, 1994), 21 individual memos synthesizing each individual 
participant’s narrative and three group memos: a U.S. -born non-Hispanic Black memo, an 
African memo and a Caribbean memo.  
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This method outlined above allows for the synthesis (Saldana & Omasta, 2017) of 
narratives on complicated concepts such as Black identity, racial discrimination and maternal 
health, by individual participants and across participants. This process is iterative and allows one 
to consistently dive into the data to become familiar and then step back from the individual 
transcripts and think through what was learned, so that one can synthesize the data. The PI 
reviewed all transcripts using the method outlined above. Once all memos were completed and 
data were reviewed, emergent themes were noted and discussed with the two senior researchers, 
allowing for joint agreement on key concepts and processes, thereby achieving higher reliability. 
The emphasis of this analysis was on the comparisons between the lived experiences of African-
American mothers, African mothers and Caribbean mothers both within groups and across 
groups. 
Many of the limitations of the proposed study include those inherent in conducting 
primary data collection via semi-structured interviews. The focus of the interview is mainly on 
perceived racial discrimination, which doesn’t capture all of the psychosocial stressors related to 
race-based stress, that may contribute to disparities in health (Williams & Mohammed, 2009). 
While NYC is an ideal setting for this research due to the diversity of the Black population, it is a 
unique majority minority city and the findings of this research may not be generalizable. 
Additionally, a non-probability sample means one cannot statistically generalize any findings to 
these larger groups, but the in-depth analysis and possible theory generated through explicating 
the process for a few cases will inspire future research using probability samples to test 
hypotheses. Despite these limitations, this study also contains great strengths. To my knowledge, 
it will be the first project to collect and analyze qualitative data on perceived racial 
discrimination and Black identity for U.S.-born Black women and foreign-born Black women 
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and explore how this differs by region within the foreign-born population. Results of this study 
could influence the development of public health interventions aimed at reducing racial health 
disparities in perinatal and maternal health outcomes. 
 
Findings/Results  
The aim of this study was to explore how U.S. -born non-Hispanic Black moms, African 
moms, and Caribbean moms understand their identities and perceive their experiences with 
discrimination. The research questions were as follows: (1) Are there qualitative differences in 
the narratives on one’s relationship to her racial identity across these groups? (2) Are there 
differences in the reported experiences of racial discrimination and pregnancy-related 
Table 9: Demographics for the twenty-one semi-structured interview participants by region of origin. 
 
  U.S.-born Caribbean Sub-Saharan African 
Demographics   
Age at last birth  
<20     
20-34 4 6 3a 
35+ 3 1 1a 
missing   3 
Marital Status  
   Married  2 5 7 
Education  
Highschool graduate 2 1 3b 
Bachelors or higher 5 6 3 b 
missing   1 
Health Behaviors  
                      Alcohol    
Never drank 1 1 5 
Smoking  
Never smoke 4 6 7 
Duration  
   0-5   1 
6-10  1 
11-15 2 4 
16-20   
21+ 5 1 
Age at migration  
<18 4 3 
18+ 3 4 
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relationship discrimination across these Black subgroups? The findings indicate that there are 
differences in the way that these three groups of moms talk about their Black identity and the 
ways in which they interpret and interact with experiences of perceived discrimination. 
Additionally, there is a universal experience that all participants articulated that comes along 
with being a Black woman in America and a Black mom in particular. From our analysis of the 
data the following two major themes emerged: 
(1) Theme 3.1: Connecting to Black identity: “Check the Box and Keep Moving” 
(2) Theme 3.2: Keeping Discrimination at Bay: “That's racial discrimination as far as I'm  
   concerned, because I think it's offensive.” 
Theme 3.1: Connection to Black identity: “Check the Box and Keep Moving” 
There are significant moments that taught these twenty-one women that their assigned 
racial identity is Black and that this social construction of a Black identity has real world 
implications. The cognizance of being ‘Black in America’ is a recognition of a society 
systematically stratified by race and held up by institutional, structural and interpersonal forms of 
racism and racial oppression that comprise the fabric of our nation. Being Black in America 
regardless of the country one was born in places all of these participants in a particular historical, 
societal and political context, which operates in their lives at an interpersonal and/or institutional 
level. The connection to this Black identity differs by nativity for these three groups of mothers. 
For the U.S. -born Black women the connection takes the form of Historical Resilience, for the 
Caribbean’s the connection is one of Cultural Blending and for the Africans their connection to 






Historical Resilience: “This is the difference between U.S. and them. We picked it.  They 
profited from it” 
 
For U.S. -Born Black mothers their narratives on their racial identity and lived experience 
as Black women were very connected to history. Their descriptions of what it means to be Black 
often involved discussing the resilience of their ancestors who were slaves or those who fought 
back against oppression during Jim Crow and/or the civil rights movement. For some of these 
mothers there were people in their own families who were apart of this fight, making it even 
more personal. They illustrate a connection to Black history in the United States when talking 
about their racial identity. Often times the discussion of the resiliency that Black people have as 
a people, to have gone through such systematic, violent and institutionalized oppression is a 
strengths-based discussion that elicits a pride in being Black for the U.S. -born Black moms. 
 U.S. -born non-Hispanic Black women learned about their Black identity at an earlier 
age than foreign-born Black women. Another pattern was that for U.S. -born Black women they 
almost always mentioned family members being involved in these moments where they were 
made to understand the various elements that come along with being Black. There is an 
abundance of examples from the U.S. -born non-Hispanic Black participants discussing when 
they were made to realize they were Black. From receiving white dolls at Christmas to being 
called the N word or when they entered elementary school and noticed all of the different faces. 
two of the U.S. -born non-Hispanic Black participants attended Afro centric preschools and 
received their early introduction to Black identity through a Black centric lens which is atypical 
in the U.S. Every U.S. -born non-Hispanic Black participant recalled their mother, or 
grandmother, or uncle etc, telling them a story or consistently mentioning even if in passing what 
‘being Black’ meant or tell them “You’re Black”. For instance, Doreen a U.S. -born Black mom 
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who is over 35 years old, unmarried and a high school graduate, shares the following story from 
when she was around 7 years old and on a family road trip with her grandmother. 
Me and my grandmother pulled over by a cotton field and she got out… she took a piece 
and she said, ‘This is what we had to do forever. This is the difference between U.S. and 
them. We picked it. They profited from it’. 
 
This quote illustrates how the deeply rooted historical narrative connected to American slavery is 
often weaved into the identity of U.S. -born Black women. This memory for Doreen was a 
distinct moment that articulated for her what it was about being a Black person in the U.S. that 
was unique and different than any of the other assigned racial categories. U.S. -born Black 
women have discussions ranging from slavery to gentrification as they discuss their Black 
identity. They discuss generational resilience and resistance as they interpret what their Black 
identity means.  
For all of the U.S. -born non-Hispanic Black participants their introduction to what their 
Black identity meant in the context of white America was almost always historical and political. 
For the U.S. -born non-Hispanic Black participants, American history and politics very much 
shaped their Black narrative. Whether it was stories from family members in the Black Panther 
Party or the curriculum at their Afro centric schools, history, society and politics were weaved 
into their Black in America narrative, a narrative upheld by family members. For the U.S. -born 
Black women the narrative on the pride they felt continued the theme of being entrenched in 
history. For instance, Angela, a U.S. -born non-Hispanic Black mom, who is over 35 years old, 
and married, with a Master’s degree, shares the pride she feels about the history of Black people 
in America, a pride in having survived, in being resilient enough as a people to overcome such 
atrocities, a pride in being a Black woman. 
We were in prayer picking cotton. We were in prayer getting beat. We were in prayer 
watching our children get snatched from us. We were in prayer. So, our resilient level is 
 
 56 
very high… When I think about the history of African people in this country yeah, I have 
pride. I mean there’s a texture to Black people that’s very complex I’m proud in that 
there’s a story there’s a narrative… some ugly, some beautiful, but mostly about 
resilience. 
 
This pride was shared by many U.S. -born Black women. There were no shared narratives that 
articulated a pride in being American, the pride was always centered around being Black. Across 
all of the participants there was a sense of pride about their identity. For the U.S. -born Black 
participants there was an expression of Black pride without an expression of country pride.  
Overall the U.S. -born Black experience seems to be entrenched in a pride of surviving the 
history and politics of America while Black, and having a resilience as a people that allows them 
to continue to thrive in such a climate.  
Cultural Blending: “Being from the Caribbean, I used to try my best to fit in” 
For the foreign-born participants, most of the narratives on Black identity expressed 
country pride. For the Caribbean-born participants this was in the form of mentioning that they 
were proud to be Haitian, or Jamaican, etc. However, in the same instance of having country 
pride there is a sense of wanting to fit in to American culture while simultaneously 
understanding the racial dynamic that comes with being Black in America.  
Emilie a Caribbean mom, who is over 35 years old, widowed, and has a Bachelor’s 
degree or higher, migrated here as a child and has lived in the U.S. for 28 years. Emilie describes 
her Caribbean pride and also wanting to not stand out too much with her Jamaican accent. This 
differs from sub-Saharan African moms who were unlikely to express an explicit interest in 
blending in when they arrived to the U.S.  
Well I am very proud to be a Caribbean American, Black woman. I mean, definitely I feel 
like there is some disadvantage in regards to advancement because of our color… Um for 
me being from the Caribbean, I used to try my best to fit in… because you know I had an 




Here Emilie is articulating the fact that she is proud of her racial identity, her ethnic identity and 
now her adopted American identity. Emilie also notes that there are disadvantages to being 
Black, which was a concept that was noted across several foreign-born narratives on their Black 
identity. The Caribbean-born participants consistently blur the lines between their identities, 
whereas the African participants make it quite clear that their African identity takes precedent 
over any other identity that they may have to adopt now that they are living in the United States.  
For many of the foreign-born participants there was a clear articulation of the fact that 
they did not think of their racial identities in the same way prior to their migration that they do 
now. For instance, Emilie articulates that in Jamaica she did not think there was as much of an 
emphasis on race or skin color.  
I mean, it wasn’t such a big emphasis where I’m from in the islands, but when I came to 
America, it was like a bigger you know, emphasis. Legal you know, Black or Hispanic or 
white. 
 
Here Emilie mentions briefly the legal aspect to race that did not exist in the Caribbean where 
she is from. Emilie shared that she now thinks of her race every day due to this emphasis on 
racial identity. This was more commonly heard for the Caribbean participants than the African-
born participants, who seem to be more connected to their foreign-born identity than the 
Caribbean women. For instance, Kia a Caribbean-mom, who is unmarried, has a bachelor’s 
degree or higher and migrated to the U.S. as an adult 4 years ago, mentions that prior to 
migrating to America she did not spend much time thinking about her racial identity and now 
after living in the U.S. for four years she finds herself thinking about her racial identity on a daily 
basis. For the U.S. -born Black women they are more likely to have been thinking about their 
racial identities on a daily basis from an early age, for the foreign-born the daily thoughts about 
their racial identity is an occurrence that coincides with their arrival in the U.S.  
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Within the Caribbean participants, three Caribbean-born women: Trina who is married 
and in the 20-34 age range, a high school graduate, who has lived in the U.S. for 28 years, Keeda 
who is married in the 20-34 age range, and has live in the U.S. for 12 years and Evelyn who is 
married in the 35+ age range, has a bachelor’s degree or higher, migrated here as an adult and 
has lived in the U.S. for 30 years, all expressed that they do not think about race a lot and often 
do not think about their own racial identity. This view differs greatly from the U.S. – born 
participants, none of whom expressed that they do not think about their racial identity and is 
similar to some of the African-born participants who also expressed that they do not think about 
their racial identity much if at all. Evelyn shared: 
Yeah, I mean for me I’m my own person… I don’t see color really, sometimes I could be 
somewhere with my kids and they’re like, “Mom, everybody is white” You know, I’m 
used to, you know, other colors around me. I just… Black or white, I’m not afraid to just 
step up and talk and ask questions. I really don’t see color like that unless you know, they 
make me feel different. 
 
Here Evelyn is articulating that unless she is made to feel differently, race is not something, she 
pays much attention to. The Caribbean-born participants who did not see race were the ones who 
also expressed that they had no experiences with racial discrimination. On the other hand, some 
Caribbean participants discussed the ways in which the U.S. society is structured to benefit white 
people. For instance, this is something that Kia expressed throughout her discussion of race in 
America. 
I'm in America now as opposed to Jamaica and white supremacy governs everything and 
it impacts who I am every day, it impacts my children, it impacts my partner 
tremendously and that impacts me and I feel like I have to navigate the system every day 
in order to especially guide my children. Because of that system that's in place, I feel like 
in every aspect of my life, I'm constantly being reminded that my skin is a certain color 
and they would like it to define me and keep me restricted in a certain way, so I'm 





Here Kia describes her belief that the racial stratification system of the U.S. exists and racism 
exists. Even among the African-born, there were expressions of an opinion to the effect of, the 
political system in America is meant to intentionally favor white people. 
The connection to Black identity that the Caribbean participants have is reflective of a 
blended identity that allows their collective narrative to reflect that of a foreign-born lens and a 
Black in America lens; they live in a space that allows for the blending of their cultures and 
identities. 
Continental Loyalty: “I have something that I can always run back to” 
For the African-born participants there was a country pride, culture pride, and a pride in 
language/cultural retention post migration, all in all a continental pride in being from Africa. 
When it comes to their cultural identity some (four out of seven) still dress in traditional African 
dress. They talk about raising their kids the way they were raised, eating the food they ate and 
raising them to take pride in being African and practicing the customs or beliefs that Africans 
value. This was also the way they were raised, to prioritize cultural retention. For instance, 
Olaniyi, a sub-Saharan African-born mom, in the 20-34 year age range, who is married, has a 
bachelor’s degree or higher, migrated here as a child and has lived in the U.S. for 12 years 
shares: 
There’s a lot of Africans here, so it’s hard for you not to … There’s a lot of African 
markets, so you can still get your… Whatever meal you want to cook. The traditional 
weddings back home are the same that the people perform here. Like there’s a lot of 
things that it’s like you you’re still living at home, but it’s a different country because 
people brought their culture. People the other African people are part of their culture 
and they don’t want to change that for anything. 
 
Olaniyi is describing the African community she lives in and how as a whole African people 
retain their culture no matter how far from the continent they are. This is also reflected in the 
way she was raised and how she raises her children. Considering the community in which she 
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lives in there is a lot of support in carrying out the goal of retaining the African culture while 
living in America. 
They all still speak their native language as well and some talk about the importance of 
making sure to travel back to Africa with their family when they can, illustrating how important 
it is to them to have a connection to home. They are very proud of being African and exude an 
unbothered confidence about being a Black African. For some participants it even seems to be 
comforting to them that they are connected to an identity or place and entire continent that has 
nothing to do with the U.S. and all of the events that take place here, for instance Kafi an African 
mom who is in the 20-34 year age range, married, a high school graduate who migrated here as a 
child and has lived in the U.S. for 15 years shares: 
So for me, being that I know what my culture is, I know that I have something that I can 
always a- run back to...So that's what I really love about my culture and then about being 
an African. 
 
Kafi is expressing a sentiment here that reflects the strong grounding in their culture that the 
African-born women as a group shared. They are connected to an entire continent that is miles 
and miles from America, which seems to provide a sense of comfort and may in fact serve as a 
protective factor. African-born participants, such as Dafina, who has a bachelor’s degree or 
higher, is married, migrated here as a child and has lived here for 15 years, seem to struggle with 
a different aspect to being Black in America that weighs on them, and this is the potential loss of 
culture or erasure of their African or foreign-born identity. This concern with being stripped of 
their foreign-born identity was not as prevalent for the Caribbean-born participants. 
They discussed the importance of retaining their culture and the practices they make sure 
to keep up. It was also evident in how they were dressed and the languages they spoke. 
Additionally, for the African-born their expression of pride seemed to be coupled with a 
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rejection of the racial hierarchy being imposed on them in the US. Dafina was particularly 
troubled by the concept that being Black in America meant having to be something she was not.  
It was hard because I have to check a box that I don’t identify with. And whether or not I 
check that box I am that box. In America there is no other option, they say other, but if I 
say Guinea whose gonna go look for some papers where Guinea is or what Guinean 
means to begin with. So that was hard, it still is hard now just like to check the box and 
keep moving. 
 
Perhaps it is their fear of an erasure of their foreign-born identity, or perhaps it is because they 
quickly learn that to be categorized as Black in America is to be situated at the bottom and 
distancing themselves from such an identity may be to their benefit. Or perhaps it is both, 
wanting to be recognized as the foreign-born Black woman they are regardless of who it means 
they are distancing themselves from, wanting their own distinct spot in the racial hierarchy of 
America, to not be lumped into a decidedly heterogeneous population that is treated as 
monolithic. Perhaps the fear of being invisible, marginalized and oppressed is wrapped up in the 
“hard” feelings Dafina describes above. She was conscious of the fact that although they may not 
identify as U.S. -born Black, the perceptions of them by others matters as well, maybe even more 
than what they consider themselves to be, and at times that may be frustrating. Especially since, 
for the African-born participants there was an expression of how important being African is to 
them.  
Additionally, as parents both the Caribbean participants and the U.S. -born non-Hispanic 
Black participants discussed wanting to raise their children to be proud of their skin color and of 
being Black, whereas for the African-born that narrative centered around raising their children to 
be proud to be African. The foreign-born women’s introduction to their ‘Black in America’ 
identity often involved filling out a form. As Wilma an African-born, who is married and has 
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lived in the U.S. for 10 years shares, the concept of choosing a racial group on a form was so 
unfamiliar to her that she asked someone what she should write down. 
Well, when I came here, on every application I tried to fill, it's either black, or black 
African American, or, um, Hispanic, or ... you know? And from Africa, we don't have all 
of that. Well, usually I will ask before, when I don't know I will ask, what ...? Which one 
should I take? They will ask me, where are you born? And when I say Africa, they'll say, 
okay, it is black. Since, since then, I don't ask.  
 
Many of the foreign-born participants discovered their assigned racial category in America in the 
same way. In fact, many African-born moms also describe that it was having to fill out a form 
that taught them their first lesson on race in America.  
There are differences in the way U.S.-born Black women and foreign-born Black women 
connect with their ‘Black in America’ Identity. For U.S. -born Black women, the early 
introduction, familial involvement and historical and political narratives around the resiliency of 
Black people aid in their early and proud adoption of being Black, and shapes their 
understanding of being Black in America. For foreign-borns their Black identities take on a new 
form post migration to the US. For the Caribbeans their connection with their Black identity 
allows them to merge their country pride and Black pride. For the Africans this pride in country 
is also coupled with a pride in cultural retention and manifests a connection to their Black 
identity that is tethered to their loyalty and connection to the continent of their birth, to Africa. 
Across the foreign-born participants there was no mention of history or resiliency when they 
discussed pride in their country identities, mainly an expression of how proud they were to be 
from a different country, their country. These identities and the narratives surrounding them may 






Theme 3.2: Keeping Discrimination at Bay: “That's racial discrimination as far as I'm 
concerned, because I think it's offensive” 
 
There was variation across the participants in regard to their experiences with perceived 
discrimination. The instances of experiencing discrimination, type of discrimination experienced 
and the interpretation and reaction to the experience is where the variation lies. African-born 
participants had the lowest instances of reported discrimination, with only one African-born 
participant describing experiencing racial discrimination. For U.S. -born non-Hispanic Black 
participants there were more instances of explicit or overt/blatant discrimination being reported, 
relative to the other groups. The three U.S. -born non-Hispanic Black participants who reported 
experiencing overt discrimination were the only participants in the study sample to report this 
type of discrimination. The Caribbean participants were the group to report the next highest 
incidents of discrimination, among the Caribbean participants a few reported ‘post-experiential 
processing’, meaning they did not perceived an experience to be discriminatory in real time, the 
Caribbean’s were the only participants in the sample to report this experience. The African 
participants were the least likely to report perceiving discriminatory experiences and even when 
encountering what they labeled as disrespectful or ignorant people, they expressed the sentiment 
that they did not allow these individuals to upset them. For the U.S. -born Black women their 
relationship with perceived discrimination takes the form of Immediate Recognition, for the 
Caribbean’s the experience with perceived discrimination can be best characterized as Post-
experiential Processing and for the Africans their connection to discrimination is a story of 
Disregarding Disrespect.  
Immediate Recognition: ‘How dare you?’ and ‘who do you think you are” 
Experiences of blatant discrimination were only reported by and described as blatant 
discrimination from U.S. -born non-Hispanic Black participants. The three instances described 
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by three different moms all occurred when they were traveling outside of their home state and 
heading south. Serena, a U.S. -born non-Hispanic Black mom who is in the 20-34 age range and 
is married, shared an experience when she traveled outside of NYC down South and went into a 
gas station and experienced direct threatening stares and intimidating dirty looks from white 
faces that she decided to leave without getting a snack or gas as she intended.  
I had stop to get something to eat and some gas. And I went into the place to get 
something to eat and some gas and the white people was lookin’ at me like I stole 
something. And it was just like a real uncomfortable feeling. For you to go into the store 
and you’re like you know what I don’t even want no gas. I don’t even want nothing to 
eat… when they seen Black people, they’re just, like in disgust. Like, if they don’t hurry 
up and get out of here, you know, we’re going to do something to them 
 
In this instance Serena was afraid and made to feel so uncomfortable and fearful that she was 
compelled to abandon her original intentions of stopping at the gas station. 
Monica, a U.S. -born non-Hispanic Black mom, who is in the 20-34 age range, engaged 
and has a bachelor’s degree or higher, shared an experience when she was in college and had 
expletives, including the N word, shouted at her along with a threat  
Oh, I mean. I, we almost got run off the road, my, when I was in college… and this like, 
you know, middle America white guy in his pickup truck, like just swerved in front of U.S. 
intentionally and we had to like, swerve out of the way and it was like, super late at night 
and we were all like ‘What the hell is this guy’s problem?’ He like, stopped at the light 
and we pull up at the light and he just, rolls down his window to yell like, ‘I’ll run you 
nig*ers off the road.’ I was like whoa alright. We just rolled our windows back up and we 
were like, he’s not the one to yell back at because he clearly has some deep-seated hate 
for everyone in this car that he’s never met. 
 
In this instance Monica shares that she and her friends made the decision to not confront the 
driver for fear of what he might do. Although the driver was the aggressor and in the wrong 
being on the receiving end of his racial hatred and aggression towards them, people he had never 
met, as Monica states herself, his actions made them fearful to retaliate so they remained silent 
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and did not defend or advocate for themselves after experiencing such hateful words and 
threatening behavior. 
Angela shared an experience at a restaurant in Florida where white customers who came 
in after her and her family were served before them, she describes how the encounter made her 
feel. 
I was very angry… I didn’t feel less than myself. I just felt like, ‘How dare you?’ and 
‘who do you think you are?’ And I felt more that she was more ignorant… I was insulted. 
I was insulted more so than I was angry and then you know the disrespect. I mean you go 
out to eat and you’re sitting there first…That’s wrong, first of all, you’re wrong, you 
know what I mean?... and now the reason why you’re wrong is even more you know um, 
egregious. 
 
When Angela confronted the waitress, she was ignored and dismissed as the waitress did not 
acknowledge any wrong-doing on her part. Angela and her family chose to leave after the 
confrontation. This type of encounter where Angela was made to feel as if her and her family 
were less important simply because of the color of their skin was insulting for Angela and made 
her feel angry. This type of reaction to an encounter with discrimination was not expressed in the 
African-born or Caribbean-born population. 
The women in this study provided many examples of not being trusted, not being heard, 
having procedures done without their consent, being subjected to stereotypes, being disrespected 
and/or experiencing disrespectful care. For example, Doreen, shares an example of a provider not 
believing her recount of her maternal health behaviors, which frustrated her. She shared that a 
provider was taking her prenatal history and suggesting that the information she was providing 
him was not accurate, which she felt offended by because she felt certain about the care she was 
receiving and the lengths she was taking to ensure she was having a healthy pregnancy. 
Every step I knew what to do to make sure that was a normal pregnancy, I did. So don't 
tell me that I didn't do something… you know book [medical textbook knowledge], but I 
know me… your main objective should've been patient care and if I said I had that test 
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and I told you exactly what that test consisted of, obviously I've had it. You should've took 
that. You don't need the God complex. But they wouldn't talk to a white woman like that. 
 
The provider disregarded her knowledge of her own prenatal care, not listening to her and 
making her feel as if he thought he was better than her or knew more than she knew, which she 
certainly took offense to since she felt that she knows her body best. Similarly, Malia, a U.S. -
born non-Hispanic Black mom over the age of 35, unmarried, with a bachelor’s degree or higher, 
recounts the stereotype she heard when pregnant and seeking prenatal care.  
Um, the anesthesiologist says, “I’ll see you next year.” And I’m like, “And who are 
you gonna see next year? Not me.” A- and you know, as, as we’re, as I’m sitting here 
talking about that, I realize just how inappropriate that was. He definitely thought that I 
was gonna be pregnant again next year. In the grand scheme of things, it really ... And 
honestly, considering what I had been through, it wasn’t funny... like, I didn’t laugh. I, I 
wasn’t, I wasn’t amused. And I was like, please don’t put that on me. I don’t want to be 
here next year. I don’t know if I ever want to be here again. 
 
She describes an instance where the ‘welfare queen’ stereotype was imposed on her when a 
provider joked that he would see her in the following year, implying she would be pregnant and 
back giving birth in the hospital within a year. Malia was not happy with this at all and this 
illustrates how comfortable the provider felt talking to Malia this way.  
Post-experiential processing: “they said, "Oh, this is discrimination” 
The Caribbean moms had the greatest within group variation in regard to their 
experiences with discrimination, compared to the U.S. -born non-Hispanic Black moms and the 
African moms. Some Caribbean participants expressed that they had never experienced 
discrimination, while others were able to provide several examples of microaggressions and even 
a couple of instances of racial profiling with police. Particularly interesting, was the fact that the 




The Caribbean-born participants were the only ones to report post-experiential 
processing, where an experience occurred and it wasn’t until much later that they realized that 
experience had been discrimination, that allowed them to identify instances in which they 
experienced discrimination. Evelyn, shared that she was lost and so she pulled into an elderly 
white couples’ driveway to ask for directions 
So I stopped there and I asked them, "Sir. I'm a little lost. Do you know how to go to ..." 
And then he said, "Get out!" "Get out! I don't know. Get out!"… So I backed up in the 
grass. Oh, that even make it worse. "Get off my grass!" "You such-and-such." I think they 
call me some, some, some name. I don't remember… I'm like thinking they're old...And I 
just go around and go about my way. Yeah, but when I told the people the story they 
say... yeah, those are, you know, they're racist…you know what, the thing is, I, I didn't 
look at it as discrimination when I was telling other people the story, what happened to 
me, they said, "Oh, this is discrimination. 
 
For Evelyn, a Caribbean mom, it was not until afterwards when recounting the story to 
coworkers that she was informed that this experience was an act of racial discrimination. 
However, even after being informed of this the feeling she expressed did not resemble that of 
anger.  
Evelyn held no grudge afterwards, even when she was told that it was discrimination and 
that is why they did not want to help her with directions, it did not create an animosity towards 
white people for her. She did not express sentiments of anger, frustration or feeling disrespected. 
She was content with herself for standing up for herself.  
I'm not even holding that, no, no grudge against it. That doesn't make me like hate white 
people or-Or think about like how racist they are. I'm not… I was, I wasn't mad. No. I 
wasn't mad. I was like, ‘F**k you.’ I was happy. I said, ‘F**k you’. 
 
Although Angela ( U.S. -born non-Hispanic Black mom who experienced discrimination at a 
restaurant in Florida) and Evelyn both stood up for themselves after their separate encounters. 
Evelyn felt empowered and proud and Angela’s act of confronting the perpetrator was 
overshadowed by her feelings of being overlooked and disrespected. However, it is important to 
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take into consideration that recognizing that discrimination in the moment that it is occurring 
would most likely bear greater emotional burdens than realizing after the fact that you were 
being discriminated against. In fact, it may be that this buffering effect of post-experiential 
processing is what allowed Evelyn to feel proud of her empowered stance in the moment. 
The Caribbean participants who experienced discrimination and/or microaggressions did 
not seem to harbor any animosity, grudge, anger, or long-term frustration over the various 
instances of discriminatory experiences. They spoke of these instances as ones where they can 
only control how they act and not how other people are going to act or what other people believe.  
There are a variety of ways that participants navigated their experiences with 
discrimination. Acknowledging it occurred and placing the power in those discriminatory 
moments back in their own hands was a concept illustrated in many of the examples shared by 
the Caribbean moms. In fact, after an experience with racial profiling by police, Emilie filed a 
complaint with the civilian board on the specific police officer. 
So he started yelling, so therefore, I know my rights, so I took my phone out and I put it 
on record and I said ‘What is your badge number?’ and that’s when he calmed down… 
so yeah, those are the things that I know for a fact like wouldn’t happen if I was not 
Black… so I called the complaint civilian board about that too 
 
 Emilie contacted the civilian board at least twice to recount her experiences with discriminatory 
police practices. She describes feeling that if she is not treated in a way that is satisfactory, she 
would rather write a letter to the appropriate parties or make her voice heard somehow rather 
than arguing with that officer. For several of the Caribbean moms their experiences had a 
component of what they did in those moments to advocate for themselves, or how they attempted 
to take some power in the situation.  
Anissa also attempted to navigate receiving disrespectful care from her provider via 
advocating for herself. Anissa, a Caribbean mom in the age range 20-34 years, who is unmarried, 
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with a Master’s degree, migrated to the U.S. as a child and has lived in the U.S. for 21 years, 
recounted her experience with a provider who ignored her request for pain medication during a 
procedure where administering pain medication is routine, and this action was supported by the 
nurses in the room as well. She later expresses regret in not doing more in the moment. 
I teared both times, um, after I gave birth to my babies and the, the doctor that sewed me 
up with, um, my first kid, um, he, um, he didn't give me medication for that… he was like, 
"Oh, you know, she can take it." You know and, um, it, it reminded me of, um ... I don't 
know if you every read Medical Apartheid, but, you know, just all of these experiments 
that they would do on, uh, black women back in the day and even black men. Like, they 
thought that we were stronger, and of course we are, but, you know, but still like we 
shouldn't be subjected to like more pain… I was like, "How could you ... like, why ... like, 
that's just ... like, like it's, like ..." I couldn't even, like, why would someone do that? You 
know, like just give me local anesthesia. I didn't get, um, anesthesia. So I can feel things, 
and I told him like, I was like, "You know, I didn't get anesthesia by the way." I mean, you 
would know if I did, 'cause I would have the, um, whatever and I'm like, "You know, I 
didn't get anesthesia. So can you give me, um, uh, like, um, pain medication?" And he 
was just like, "Hold on. It's almost done." It's not almost done. He kept going. So I 
actually felt the needle and the thread-Go through to sew me up… um, yeah and there 
were females there, too, and they were just like, you know, "Hush. Hush. He's almost 
done.  
 
A numbing agent is typically provided when sewing up any tearing that has occurred after giving 
birth. This decision to proceed with this procedure without anesthesia is reflective of 
disrespecting the Black mom’s body and believing the Black woman’s body to be exceptionally 
stronger and less sensitive to pain. This is a belief held by some providers. Anissa attempted to 
advocate for herself and was not only ignored and disregarded by the doctor sewing her up but 
was also told to be quiet by the nurses as well. In fact, the provider asked her to be patient, in a 
demanding fashion, until the procedure was complete. In this moment it was Anissa who was 
needing to make concessions when she was the patient and she was in pain. The providers were 
all ignoring her as if she was just another body and not a person.  
Anissa knew the provider was in the wrong and that what she was experiencing was not 
okay. In fact, she references the book Medical Apartheid, which demonstrates how egregious she 
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understood the provider’s actions to be. In that moment though she was silenced by everyone in 
the room, she and her feelings were dismissed.  
me being, uh, like a little young black girl that's just, you know ... if you let people do 
things to you, they're gonna do things to you, you know? So, like I shouldn't have been, 
you know, I shouldn't have just ... you know, if someone just says, "Shh." Like, you don't 
have to be quiet. Like who are you? Um, but I did... they're the doctors. They're the 
people in power. So I figured they knew best, but that was my body and I was hurt, so… 
 
She described “just taking it” but expressed remorse in not doing more to fight back and 
describes the fact that she was younger playing a huge role as well. Anissa, later expressed that if 
she had been white she would have been heard, and her wants and wishes would be valued. 
Several of the participants expressed the fact that because they are not white women people 
(including providers) feel and think that they can do as they please to them and their bodies and 
even their babies. This sentiment that the providers wouldn’t talk to a white woman like that 
came up in several interviews with Caribbean’s and U.S. -born Black women, but was not often 
expressed among the sub-Saharan African participants.  
Disregarding Disrespect: “It never bothered me, because I didn’t own it” 
The African-born participants had the fewest examples of discriminatory experiences, 
followed by Caribbean and then U.S. -born Black women with the most examples. Of the 
African-born participants there was only one who reported discriminatory experiences from 
white people due to their racial/ethnic identity. The majority of the African-born participants 
cited never experiencing different treatment from white people, as articulated by Folami an 
African-born mom who is over 35 and widowed and migrated to the U.S. as an adult. 
I've never really experienced the, somebody different from me treating me bad, … I have 
nothing to pin point... I was never treated bad from the you know, by the other, by the 
white, a white person or another race. No. I've never had that ... I cannot pinpoint on 
any. Because similarly when I go to a place I do what I have to do and I leave. So, I've 





Folami expresses that she does what she has to do when she goes places and has never had any 
confrontations with those of other races.  
However, Alesha migrated here as an adult and has lived in the U.S. for 13 years. She 
also happens to be the only African-born participant to marry an American (a Nigerian that is 
American-born), and is an outlier in the African-born group. Alesha shares several examples of 
microaggressions experienced from white people. She describes an incident that occurred at a 
bakery where the customer base was predominantly white where someone accused her of cutting 
in line as a microaggression. She also talked at great length about a microaggression she has 
experienced multiple times when shopping. 
why does she think I work here? I don't work here. I mean, black people don't shop? Like 
I don't get it. "…And I feel, I really feel that's discrimination ... that's racial 
discrimination as far as I'm concerned, because I think it's offensive. At first, it's 
hilarious, it's happened you know you're laughing whatever, but it started to bother me. 
I'm like, why do you think I work here? Because I'm black?... I mean, after I experienced 
it like, I was talking to my husband and I was like, really irritated and I was like, why 
does she think I work here? I don't work here. 
 
Alesha describes being frustrated by these experiences. This differs very much from the manner 
in which other African-born participants discuss discrimination. The African-born typically do 
not describe instances such as this one as discrimination and usually brush them off, attributing it 
to individual ignorance on the perpetrators part. Whereas, Alesha labels this as discrimination 
and is clearly offended. She mentions talking to her husband who is Nigerian-American and 
often validated her feelings with the various discriminatory experiences. 
The African participants described being subjected to stereotypes from rude ignorant 
providers. Alesha, an African mom, shares the assumptions that were made when she went to her 
prenatal appointments without her husband. Assumptions often consisted of providers assuming 
she was unwed with an uninvolved father and would be interested in public assistance programs.  
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I would see my doctor, but my doctor would have me go to different labs or whatever and 
all that stuff. So you go there, and they are asking you know. You know, something like, 
"Oh being a single mom," and I was like, "My husband, you know I have a husband." Or 
they would be like, "Oh, if you want the father of your baby to ..." I mean, it was not like 
directly, but indirectly you know what they're saying. It's like, oh I must be having this ... 
you know, this baby without the father in his life or no support, stuff like that, yeah… I 
don't know. I guess they just make assumptions about black moms. 
 
In addition to assuming she was a single mom; Alesha also recounts how she had more than one 
healthcare provider offer her applications to W.I.C (Woman Infants and Children public 
assistance program). Without looking at any information about Alesha, these providers/nurses 
made the assumption that she would qualify for public assistance.  
Disrespectful care at the hands of your provider due to implicit bias or overt racial 
discrimination is something that no mother should ever have to experience. There were examples 
of experiencing disrespectful care from several participants. Participants described being spoken 
to in very disrespectful ways about their bodies. For instance, Kafi, an African mom, had to deal 
with disrespectful care from providers during delivery.  
I remember when I was having my second child ... So the lady, she's like, "Well, you need 
to open your legs because you opened it when he was giving it to you, so you need to 
open it now." …there's no way that you can say that to a person who's giving birth, who 
is in labor… ignorant people is just ignorant people… because for me, as a human being, 
you should always treat people as you want to be treated. You can say some nasty stuff to 
someone, like, 'cause if ... I'm pretty sure if I was the one that said that to you probably 
would've went off on me. So why would you say it to somebody else, especially to a 
person that you know is in pain? 
 
However, she did not describe this experience with disrespectful care as discrimination. Instead 
she described the provider as ignorant and essentially incapable of being an empathetic 
conscientious compassionate human to another human. Although the comment was rude and 
disrespectful, Kafi navigated this moment by processing it within the context of ignorance on the 
providers part. Kafi did not allow herself to get angry about these instances and 
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microaggressions she experienced. Most of the African-born participants typically describe not 
allowing instances such as these to ‘get to them’ or bother them.  
The daily stress which occurs from the microaggressions that are framed by these 
stereotypes can compound reaching toxic levels for the mother. Being immigrants did not allow 
women to escape the consistent labor that often categorizes the experience of being a Black mom 
in America. There is a unique experience happening here for all Black women that we need to 
continue to learn more about in order to improve reproductive and perinatal health outcomes for 
all Black women and infants regardless of nativity.  
The U.S. -born Black women and Caribbeans were similar in that they both shared 
narratives of experiencing instances of racial discrimination. The African participants generally 
did not describe any instances of racial discrimination (from white people). The African 
participants often express only being able to control themselves and their actions and not the 
thoughts and actions of others. Many of them remark something along the lines of you are Black 
and there is nothing you can do about that so you should just be positive; some people are just 
awful no matter what their skin color is, and some are not. This last sentiment is an 
acknowledgement that they know racism exists in America. However, on average they all seem 
to deflect their encounters with racial discrimination as not being their fault but a result of the 
perpetrators own ignorance; they do not internalize it much or speak about being too upset by it. 
  U.S. -born non-Hispanic Black moms were always able to recognize discrimination when 
it occurred. Caribbean participants were also able to report experiences with discrimination, 
however for some there was a post-experiential process by which they came to understand an 
encounter as discriminatory. African moms did not believe that they had ever personally 
experienced direct discrimination, giving them no experience to retrospectively identify. Taken 
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together these participants illustrate that there are varying experiences of perceived 
discrimination within the Black population residing in the U.S. by region of origin. There is not 
only variation in the total instances of discrimination experienced by each group but also in the 
way that these experiences are processed and the feelings that are left with participants after the 
encounter. 
In regard to the experiences of pregnancy, labor and delivery, participants from all three 
groups offered examples of being subjected to a form of stress that is unique to Black women 
living in the US. Nativity did not allow them to escape experiencing the bias of the system 
however nativity may shape the way they are coming up against the bias of the system and how 
they are choosing to navigate it and manage it. The U.S. -born Black moms were quick to label 
their experiences as racially biased and discriminatory, and expressed sentiments of outrage at 
the inappropriateness of the experience or discriminatory nature of it. Caribbean-born women 
also labeled their disrespectful care experiences as racial discrimination, and although there were 
examples of being vocal the outrage was not as pronounced. For the African-born women their 
experiences were recounted not as discrimination but as disrespectful. The preconception stress 
Black women experience throughout the course of their lives arises from a legacy and 
accumulation of racism and mistreatment; their prenatal stress can be exacerbated by perceived 
discriminatory experiences when pregnant.  
Discussion and Conclusions 
Black women have historically dealt with the devaluing of Black bodies in the field of 
Obstetrics and Gynecology (Rosenthal & Lobel, 2018). There is a historical narrative consisting 
of slavery, Jim Crow laws, civil rights, et cetera, and all along with egregious and atrocious 
injustice and heinous acts enacted on Black bodies (i.e., lynching). Specifically, in Obstetrics and 
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Gynecology there is a legacy from the ‘father of modern Gynecology’ who developed practices 
and tools, still used today, by conducting shocking experiments on enslaved Black women 
without anesthesia (Rosenthal & Lobel, 2011). This historical context of racial oppression in 
America is both the foreground and background of discriminatory health care practices, 
negatively influencing the type of care Black women receive (Prather et al., 2018). Due to this 
legacy of racism in America and the intersectional identities of Black women, Black pregnant 
women are at an increased risk of experiencing adverse birth outcomes, maternal mortality, 
and/or disrespectful care with the potential for trauma.  
Rosenthal and Lobel provided evidence in 2011 for the unique experiences of Black 
women due to the convergence of their identities as both women and Black. The prenatal stress 
Black women experience throughout their lives arises from a legacy and accumulation of racism 
and mistreatment, which can be exacerbated by perceived discriminatory experiences when 
pregnant. Black women in America are often on the receiving end of stereotypes related to 
pregnancy and motherhood, which might also contribute to their stress levels and subsequently 
their reproductive health (Rosenthal & Lobel, 2011). Additionally, the Black population is not 
monolithic but rather filled with differing experiences, including experiences related to nativity 
and, even more so, region of birth.  
 U.S. -born Black women, Caribbeans and Africans all connect to their Black identity 
differently. U.S. -born non-Hispanic Blacks identity is deeply rooted in the history of America 
and the resilience of U.S. -born Black women. For Caribbeans, the connection is one that permits 
a blending of their immigrant culture and American resident culture. For Africans, the 
connection to Black identity is tethered in their pride in being from the continent of Africa.  
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  U.S. -born Black women, Caribbeans and Africans all perceive discrimination differently. 
U.S. -born Black women identified overt discrimination more than any other group, Caribbeans 
were the only group to report post-experiential processing and Africans were the group that 
reported discrimination the least. Compared to the U.S. -born non-Hispanic Black moms, the 
foreign-born moms expressed minimal feelings of frustration when encountering discriminatory 
experiences.  
Regardless of nativity, participants from all three groups were able to share an experience 
of disrespectful health care while seeking care during pregnancy and/or labor and delivery. 
Although foreign-born moms do not descend from the same historical experiences of oppression 
that U.S.-born Black women do, they were still subjected to the same treatment experienced by 
pregnant U.S.-born non-Hispanic Black moms. Being foreign-born did not prevent the African 
and Caribbean moms from encountering these experiences; however the data suggest that 
nativity may shape their internalization of these experiences, and in turn the influence of 
perceived racial stress as a physiological detriment to their reproductive health. This could in 
part be due to the fact that Black immigrants are not perceived as foreign and regardless of 
nativity, are often perceived as Black Americans and so are subjected to the same anti-Black 
racism and racial bias from health care providers, from both Black and non-Black providers. In 
addition to stereotypes while receiving care, Black moms also face stereotypes, both while 
pregnant and when not pregnant, from everyday people they encounter. Mothers described being 
frustrated by the assumption that they are a single unwed mother with multiple unplanned 
pregnancies who is on public assistance. The frustration seemed to lie in the fact that the 
assumption was being made solely on the fact that they are Black. These stereotypes were 
imposed on Black moms by both healthcare providers and non-providers.  
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The foreign-born moms typically brushed off their experiences with discrimination and 
disrespectful care and their foreign identity was their primary identity as opposed to their ‘Black 
in America’ identity. Although this is true for both foreign-born groups it is to differing degrees; 
African moms prioritized their foreign-born identity to a greater extent than the Caribbean 
moms, as illustrated by the data. For the U.S. -born Black women their Black identity was 
central, with no mention of a country identity as Americans. This is in great contrast to the 
African participants, who often live in neighborhoods with a high concentration of Africans, 
working with Africans, worshipping with Africans. Living in these ethnic enclaves naturally 
limits their exposure to white people, and potentially may protect them from potential exposures 
to racial discrimination. Perhaps this minimal exposure buffers the African participants from 
their ‘Black in America’ identity and perceptions and internalizations of discriminatory 
experiences.  
These results indicate that the Black population is heterogeneous in how they identify and 
perceive discrimination. We know that stress resulting from discrimination influences health 
(Williams & Mohammed, 2009). Considering the different orientations these three groups have 
to this potential stressor, there may be a case here to not treat the Black population as monolithic 
when examining the influence of psychosocial stressors on health outcomes. More importantly, 
studies like this allow U.S. to better understand how exposure to living in America, and the 
system of oppression that exists here for Black people, affects the reproductive health of Black 
women.  
  Gaining knowledge on the experiences of U.S. -born, Caribbean-born and African-born 
Black moms can inform practice and intervention aimed at reducing and eventually eliminating 
health disparities in maternal and infant health among Black mothers. Studying immigrants can 
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also shed light on racial health disparities in the U.S. more broadly. The lack of research on the 
health of the foreign-born is often due to sample size issues and potentially the invisible nature of 
the Black immigrant. Gaining more knowledge on this topic can inform practice and eventually 
policies that lead to more equitable outcomes for Black mothers and babies. Taken together, the 
differing connection to identity and the different ways in which they perceive and interpret 
discriminatory experiences may shape the potential pre-conception and prenatal stress that U.S. -
born, African, and Caribbean Black women might embody over the life course. In addition to 
shedding light on a tremendously understudied research area and addressing the lack of research 
on the foreign-born, this research aims to challenge future researchers to look beyond 
documentation of these disparities towards an exploration of how we have arrived where we are 
and how we might intervene to improve outcomes. This chapter contributes an improved 
understanding on the ways in which U.S. -Born Black women and foreign-born Black women 
relate to their Black identity in America and how they perceive and process general perceived 
racial discrimination and pregnancy-related perceived racial discrimination.  
This evidence is suggesting that part of what is going on is not necessarily different 
treatment but rather a difference in how these three groups manage that treatment themselves. 
They have spent their lives navigating these experiences differently, contributing to their prenatal 
and preconception stress differently. The disparate rates have been documented and now the field 
is moving more and more towards an examination of contributing factors. As we continue to 
move research forward we must also target this research towards informing practices to improve 
reproductive health outcomes for Black moms. We can improve the health care system during 
pregnancy and work towards eliminating discrimination and creating equitable solutions. Black 
moms living in the United States should experience less racial discrimination and provider bias 
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CHAPTER 4: CONCLUSION 
 
This mixed methods dissertation provides new insights into preterm delivery disparities 
within the U.S. Black population. Using a unique dataset of New York City births, this is the first 
known study to model how duration of residence in the U.S. and age at arrival impact the birth 
outcomes of foreign-born Black women. This is also the first known study to evaluate the extent 
to which maternal sociodemographic and health characteristics explain these duration and timing 
associations on PTB. These novel quantitative results are complemented with primary qualitative 
data contributed by U.S. -born, Caribbean-born, and African-born mothers, also from New York 
City. The interviews revealed differences in how U.S. -born, Caribbean-born, and Sub-Saharan 
African-born women perceive and navigate the U.S. racial context—differences that may 
contribute to the differential PTB risks they experience. At the same time, the interviews 
documented common experiences related to their shared status as Black women in America—
experiences which could help to explain why PTB risk increases, even among first generation 
immigrants, with increased duration in this country.  
In Chapter 2, regression models were used to investigate the variance in preterm birth 
rates and the role of duration of U.S. residence, for the foreign-born. The quantitative findings 
showed a trend consistent with the literature: U.S. -born have significantly increased prevalence 
of PTB compared to the foreign-born and Caribbean-born have significantly increased 
prevalence of PTB compared to the Sub-Saharan African-born. The findings document the 
variation in preterm delivery that exists within the U.S. Black population, typically treated as 
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monolithic, and the variation that exists by region of origin within the foreign-born Black 
population.  
After documenting these within-Black disparities in PTB, I attempted to explain them. I 
found that Black foreign-born women who gave birth in NYC had a more favorable PTB risk 
profile than U.S. -born Black women. Foreign-born women had fewer teen births, more 
education, and were more likely to be married. Consistent with the widely reported “healthy 
immigrant” profile, foreign-born women also had fewer PTB health risk factors. I also found that 
Caribbean-born women delivering in NYC tended to have a longer duration in the U.S. than 
African-born women. This difference is reflected in the timing of migration, which showed that 
47% of Caribbean-born women versus only 15% of African-born women migrated to the U.S. 
during childhood.  
Collectively, the multivariable models did little to explain the foreign-born PTB 
advantage relative to the US-born and the SSA-born advantage relative to the Caribbean-born, or 
the SSA-born advantage relative to the US-born. One exception was the modest PTB differential 
between U.S. -born and Caribbean-born women (unadjusted OR 0.95), which was attenuated and 
no longer statistically significant in the fully adjusted model (adjusted OR 0.98).  
When stratifying by age-at-migration the linear association between duration and PTB persisted 
for women who migrated as adults but not for women who migrated as children. This is in 
contrast to the Teitler et al. findings for all immigrants combined, where there was evidence of 
health deterioration with increasing duration only among those who migrated as children. When 
stratifying by region there was a significant protective effect for recent SSA-born immigrants (1-
5 years duration vs. < 1 year) that was not evident among the Caribbean-born. By contrast, 
duration was positively associated with Caribbean-born Black mothers’ PTB risk. This may be 
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due to differences in perceptions of racial stress. Future research should examine differences in 
perceived discrimination by region of origin among Black immigrants.  
In Chapter 3, semi-structured interviews were used to examine the relationship between 
racial identity and perceived racial discrimination for U.S. -born and foreign-born non-Hispanic 
Black mothers and how this intersected with their experiences of being Black and pregnant in the 
United States. Two research questions guided this work: (1) Are there qualitative differences in 
the narratives on one’s relationship to their racial identity across these groups? (2) Are there 
differences in the reported experiences of racial discrimination and pregnancy-related racial 
discrimination across these Black groups? The qualitative findings demonstrated that there were 
indeed differences in the participants’ relationship to their racial identity across these groups. 
The connection to this Black identity differs by nativity for these three groups of mothers. For 
the U.S. -born Black women the connection takes the form of Historical Resilience, for the 
Caribbean’s the connection is one of Cultural Blending and for the Africans their connection to 
Black identity is encased within Continental Loyalty. There were also differences in the reported 
experiences of racial discrimination and pregnancy-related racial discrimination across these 
three groups. For the U.S. -born Black women their relationship with perceived discrimination 
takes the form of Immediate Recognition, for the Caribbean’s the experience with perceived 
discrimination can be best characterized as Post-experiential Processing and for the Africans 
their connection to discrimination is a story of Disregarding Disrespect.  
Contributions to the Field 
The use of mixed methods provides a more nuanced examination of the birth outcome 
differentials between U.S. -born, Caribbean-born and sub-Saharan African-born Black mothers. 
The findings of this study contribute to the existing broader theoretical literature on racial 
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identity variation by nativity within the Black population residing in the U.S. This study also 
illustrates the fact that the African-born differ greatly from the Caribbean-born and U.S. -born 
Black mothers, both in their narratives on identity and discrimination as well as their lower PTB 
odds which persisted while controlling for health risk profiles. Additionally, this study is 
informed by principles of the life course perspective. Application of the life course perspective 
has the potential to change how the Maternal and Child Health field approaches the elimination 
of health disparities (Brown, 2018; Halfon et al., 2014). This model can also be applied to the 
disparity in birth outcomes between African Americans and Black immigrants, where the 
exposure to risk factors for Black immigrants would vary depending on duration of U.S. 
residence and age at migration. A life course approach examines the different social contexts 
shaping the lives of African Americans, Africans, and Caribbean’s and how exposures and 
timing interact, accumulate and influence their health trajectories. 
By combining strengths of the seminal studies by Teitler et al. and Elo et al., this study 
makes new contributions to this line of research. The Teitler et al. studies were among the first to 
investigate the effect of duration of U.S. residence on birth outcomes of immigrant populations. 
However, they were unable to conduct a more specific analysis of Black immigrants due to 
insufficient numbers. The substantially larger numbers of Black immigrant births in NYC 
provided an opportunity to extend their work. 
Strengths and Limitations of the Study 
The quantitative data source in this study is diverse with large numbers of births to Black 
women—both U.S. -born and foreign-born. The dataset contains duration of U.S. residence, a 
unique feature of NYC birth records beginning in 2008. New York City is an ideal study site for 
investigating the birth outcomes of an understudied group such as foreign-born Black mothers 
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considering the fact that 24% of Black immigrants in the United States live in NYC (Anderson, 
2018). The NYC vital records dataset also included whether or not this was the mother’s first 
birth and whether or not they had experienced a previous preterm birth—identified as potentially 
important confounders by Teitler et al., but measures they lacked.  
The innovative mixed methods design of this dissertation allowed for both a quantitative 
investigation along with a qualitative examination of potential underlying mechanisms 
contributing to the PTB disparities within the Black population among U.S. -born, Caribbean-
born and sub-Saharan African-born mothers. Additionally, this research was informed by a 
conceptual framework that incorporated the life course perspective and chronic stress theory. 
Conclusions and Study Implications  
There is great risk that comes with delivering an infant preterm. The disparity that 
currently exists within the Black population residing in the United States places sub-Saharan 
African-born women with a PTB prevalence rate that is closer to the PTB rate of white women in 
the United States than it is to the overall rate reported for Black women in the United States. Yet 
this variance goes unaccounted for when we report statistics and conduct research on Black-
White adverse birth outcome disparities. This has the potential to create a masking effect that is 
hiding an even more disparate gap between whites and U.S. -born Black women. Black-White 
disparities should not be reported in such a crude fashion that does not allow for an 
understanding of the full picture and treats the heterogeneous Black population in the U.S. as 
monolithic. Additionally, developing a greater understanding of why these three groups of Black 
women all living in the same environmental contexts of the United States have such different 
PTB risks is very much needed.  
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There are many studies examining the immigrant health deterioration, and racial 
disparities in health. Fewer studies examine health at the intersection of race and migration 
(Brown, 2018). Future research should investigate health disparities, particularly maternal and 
infant health disparities, at the intersection of race and migration. Future quantitative research 
should examine sending country variation (Elo et al., 2014) within region for the SSA-born and 
the Caribbean-born, and consider adding characteristics from the top sending countries 
(Hamilton, 2014; Hamilton & Hummer, 2011) in order to account for the variation among 
sending countries that exists for Black immigrants in particular. Future qualitative research 
should, specifically recruit women with varying duration of U.S. residence, while continuing to 
explore racial discrimination and racial identity within this study population, and compare the 
narratives of women who have experienced PTB to women who have not.  
This examination has the potential to not only lead to a more accurate understanding of 
adverse birth outcome disparities but also to advance the study of the effects of racial stress on 
health as well. The qualitative strand of this mixed methods study provides evidence towards the 
fact that these three groups of Black women are most certainly connecting to their Black 
identities in three very different ways. In turn they are perceiving and navigating their 
experiences, both within the medical system and outside of the medical system, with racial 
discrimination in different ways.  
There should not be PTB disparities that continue to persist, and Black women should 
experience less disrespectful care when seeking healthcare during their pregnancy, labor and 
delivery. The burden on how to navigate through identifying as Black and Pregnant in America 
should not fall on them alone. It is imperative to continue to research these adverse birth 
 
 86 
outcome disparities within the Black population in order to improve the health of all Black 





APPENDIX A: INTERVIEW GUIDE 
 





Thank you (participant #_____) for agreeing to participate in this interview today the (day_____) of (month_____) 
(year_____). During this interview, I am going to ask you questions about your experiences during your pregnancy, 
labor, and delivery, your health behaviors, your identity, and your experience with discrimination. As I’ve shared 
with you before when we went through the consent form, I will be asking questions that may be sensitive topics for 
you. If you are not comfortable answering a question, please let me know and we can skip it. Do you have any 
questions before I begin? (PAUSE; ADDRESS ANY QUESTIONS) Okay, I am going to start the recorder and 
we can begin! 
 
I’m going to start off by asking you some questions about your reproductive history. Some of these questions may be 
sensitive, so please feel free to let me know if you want to skip a question. That’s perfectly okay. 
 
SECTION 1: REPRODUCTIVE HISTORY 
(1.1) How many times have you been pregnant? 





How many times have you given birth? 
 
   




How old is child? 
     
(1.4) How much did your child 
weigh at birth? (lbs/oz) 
     
(1.5) Was your child preterm?      
 
SECTION 2: Racial Identity and Racial Discrimination 
 
This next section of questions will allow me to learn more about your identity. If you feel uncomfortable with 
responding to any of the questions, please let me know and we can skip those questions. 
 
(2.1) Do you have a racial identity? How do you identify racially?  
     
PROBES: 
§ What is your first memory of being aware of your race/identity?  
§ What does your race/identity mean to you? 
§ Does your identity mean something different depending on where you are? 
      - Can you tell me more about that? 
§ How often do you think about your race? 
§ Have your feelings about your race changed at any point in time? 
SECTION 2A: Migration Experience (If Foreign-born) OR African American Experience (If US-born) 
 
This next section of questions will allow me to learn more about your experience as a TRY TO PARAPHRASE 







§ Where did you migrate from? 
§ What was your reason for migrating to America? 
§ Did you migrate alone? 
§ What has been your experience of being a migrant in NYC? 
What, if anything, has been challenging about being _______________ in America? 
§ Do you think your identity changed after moving to the U.S. ? 
 
This next section of questions will allow me to learn more about your experience as an TRY TO PARAPHRASE 
HOW THEY DESCRIBED THEMSELVES African American/Black immigrant in NYC  
 
(2.3) § Where did you grow up? 
§ What has been your experience being African American in NYC? 
What, if anything, has been challenging about being African American in America? 
§ Do you feel your identity has changed at any point in your life? 
 
 
This next section of questions will allow me to learn more about your experiences with discrimination. If you feel 











Can you talk about whether you’ve ever experienced discrimination because of your race? 
      - Feel free to talk about early experiences in America/early life experiences 
PROBES 
§ How did you feel about it? 
§ Do you remember what happened after the experience? 
 
Did you ever experience discrimination in relation to your pregnancy? 
PROBES 
§ How did you feel about it? 
§ Do you remember what happened after the experience? 
 
In your every day life how are you treated by people who are different from you? 
 
What do you think (might have) caused (or led to) this(ese) experience (s)? 
SECTION 3: Pregnancy  
 
This next section of questions will allow me to learn more about your pregnancy experience. If you feel 
uncomfortable with responding to any of the questions, please let me know and we can skip those questions. 
 
(3.1) What do you consider to be a healthy pregnancy? Did you consider your pregnancy to be healthy? 
 
(3.2)  
What was your experience like while seeking care during your pregnancy? 
 
Can you talk about your experience with your doctor or midwife while you were pregnant? 
§ Do you think they cared about you? Can you tell me more about that? 
§ What, if anything, was helpful about your experience with your doctor/or seeking care? 
§ What, if anything, was challenging about your experience with your doctor/or seeking care? 
§ Do you know what race they were? 
Ø Did their race make a different to you? 
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Ø Did their gender matter to you? 
 
(3.3) During your prenatal care, labor, or delivery, do you feel you were ever treated differently from others? 
   - Can you tell me more about that? 
§ Your race/identity 
§ Your culture 
§ Your ability to speak or understand English 
 
During the 12 months before your child was born, did you ever feel frustrated because of how you were 
being treated based on your race or identity?  
§ Can you tell me more about that? 
§ Did you feel sad? Frustrated? 
 
Is there anything else you would like to tell me about your overall healthcare experience? 
(3.4) Did you think differently about your racial identity during your pregnancy? 
 - If so, How? 
Did you think differently about your racial identity after your pregnancy? 
 - If so, How? 
 
 
I just have a few more general questions to ask you and then we will be done for today. 
 
SECTION A: MISCELLANEOUS QUESTIONS 
(A.1) Do you think the experience of being pregnant is different for Black women? 
§ Can you tell me more about that? 
 
Do you think the experience of being pregnant is different for ___IDENTITY___ women? 
§ Can you tell me more about that? 
 
(A.2) Is there something you’d like to talk about that we didn’t get to? 
 
(A.3) Is there something in particular you would like to share that you feel is relevant? 
 
(A.4) Do you have any questions for me? 
 
 
Thank you for meeting with me today! I really appreciate you participating in this interview and for thoughtfully 
responding to all of my questions. Your responses will truly help me learn more about the pregnancy and delivery 
health experiences of (US-born and Foreign-born) Black women. Here’s a gift card as a token of my appreciation 
for you spending time with me today.  
 








Interviewee is talking about discrimination...describes a time where she did 
or did not experience perceived racial discrimination personally
And she was making more money than I was, and all she did was work as a cashier, you 
know what I mean? And I felt like, okay, to me I felt discriminated in that sense. Like my 
value was not appreciated.
2 Microagression
refers specifically to a discriminatory experience that can be categorized as a 
microaggression - INDUCTIVE code which arose after reading responses and 
realizing that discrimination was to much of a blanket code since some of the 
discrimantior experiences being described were mroe nuanced and for the 
sake of clarity there was a need to parse out the types of discrimantory 
experiences the interviewees were describing.
* The way you walk into certain stores and still get a look. You know, those little things.      
* I walk into the store I get the stares, I'm like, I guess I'm black, I'm different, like why 
they lookin at me, like ... so that was, that was really hard for me being stared at walking 
through a store. 
3
"I never experienced any type 
of discrimination, not ever, 
really
interviewee expresses that they have not ever perceived themselves as 
expereinceing discrimination - InVivo code
I never experienced any type of discrimination, not ever, really. ... because this is where I 
spend most of my time and then uh, you know, so that's where I would think I would 
experience some kind of, like um, discrimination or ... but I've never experienced that, 
everybody get along well. 
4
"actually, I've been 
discriminated against by my 
own race'
Interviewee discusses experiencing within race prejudice - InVivo code
I have, like I said, in LA like even though I'm black, which is the other weird part, like I'm 
black, your black but like but your black is better than my black because you were born 
and raised here. I had people tell me to go home. A black person telling me to go home.
5 Identity
Interviewee describes how they have come to understand their identity and 
how they identify as, and/or anything else having to do with identity
* Oh, I'm a immigrant and I'm Jamaican and I'm black." Like, I c- I can't. I have so many 
different identities. Like, really it was the same identities, but like, um, like it was just all of 
a sudden important                                                                                                                       * I 
mean it's very important to me, it's my identity. I'm proud of it, I'm proud that I'm a black 
woman
6 Migrant experience_Nativity
Interviewee describes themselves in relation to their birthplace (Caribbean, 
African, or American) and expresses how their particular nativity-identity is 
distinct from others… and/or if they were ever made to feel like they were 
the 'other'
* Like don't call me African American I'm not that,                                                                      * 
where African Americans, some African Americans attacked Africa, me because I was 
African. Yeah, so that was interesting, because I'm like, what's the problem?
 a healthy pregnancy would be, you know, you don't have a lot of issues. Like, um, I didn't 
have a lot of issues. Like, I didn't get high blood pressure. I didn't get preeclampsia. I didn't 
get any of those things. Um, I didn't, I didn't have to be on bedrest. I can't ... I was, um, I 
was pretty healthy. Like, I, you know, besides just getting heavier and not being able to 
sleep on my back, I think I was pretty healthy. I didn't have any high blood pressure, you 
know. I didn't have any problems in, you know, vaginally. Um, I didn't have any, no 
episodes, you know what I mean.
Like I think both of those things played in. Like, he was like, "Oh, you know, she can take 
it." You know and, um, it, it reminded me of, um ... I don't know if you every read Medical 
Apartheid, but, you know, just all of these experiments that they would do on, uh, black 
women back in the day and even black men. Like, they thought that we were stronger, 
and of course we are, but, you know, but still like we shouldn't be subjected to like more 
pain, um, but, um, but yeah. Like I thought ... like, in my head, I was like, "How could you 
... like, why ... like, that's just ... like, like it's, like ..." I couldn't even, like, why would 
someone do that? You know, like just give me local anesthesia. I didn't get, um, 
anesthesia. So I can feel things, and I told him like, I was like, "You know, I didn't get 
anesthesia by the way."
8 Race-based Feelings
Interviewee expresses how they felt after or duting a racially 
charged/motivated/relevant incident. (e.g: frustration, anger, bewilderment, 
sad, mad), perhaps a reaction to a perceived discriminatory experience - 
INDUCTIVE code that arose from noticing variation in the ay respondents 
described their feelings after racially charged incidents
*I was like, really irritated and I was like, why does she think I work here? I don't work 
here. I mean, black people don't shop? Like I don't get it. I made a mental note, like the 
next person that asks me that question in a store, and I'm going to be like, "Miss, why do 
you think I work here? Because I'm black? That's why you think I work here? I mean, look 
at my clothes. They have uniforms, these women that work here, why do you think I work 
here? I'm sure you come to this store, most of the time. Why do I work here?"              *"I 
was very angry.. I didn't feel less than myself. I just felt like, "How dare you?" and, Who do 
you think you are?" ..
12 "I just kind of brushed it off'
Interviewee describes their reaction to experiencing racial discrimination to 
disregard it or ignore it or move past it quickly or 'brush it off' as opposed to 
allowing it to affect them - InVivo code
Um ... daily doesn't really affect me cause I don't let people affect me like that… Like, If I 
feel like you're discriminating against me, I just laugh and keep it moving cause you are 
not worth my time right now. 
10
Emotional labor of the Black 
mama
Interviewee expresses parenting experiences that she feels are unique to 
Black mothers - INDUCTIVE code that arose from reading several responses 
to questions that highlighted parenting challegnes/experiences/stresses that 
may be unique to Black mothers in particular
Thinking about him now, growing up here and then ... yeah. It's something I think about. 
It keeps me up sometimes, I'm like, "Oh, he's a black boy. He's going to be a black man 
someday, you know." Yeah, that's it. Yeah that, that worries me
11
"you wouldn't ask a white lady 
that'
Interviewee expresses that what they expereinces that they are confident 
would not have occurred if they were white/ a white mom - InVivo code
and I just kept thinking, like, if I was someone else they wouldn't have done that. Like, if I 
was some married white lady with a furry scarf (laughs) then like they would not do that. 
like maybe I would sue them and they would know that.
9 Powerful quote
When a powerful response is given by interviewee that is very well said and 
resonates deeply to the core of the research 
* "he doesn't have the, the hangup, the genetic hangup of fear and oppression"                  * 
"And now if I woke up every day and I lived my life and I drank my coffee and I, you know, 
went to work and picked up my son from school, argue about my daughter about less 
makeup in the bathroom ... and all this kind of stuff, I wouldn't be thinking about being 
black. I'd be thinking about being a mother, being like, you know, trying to figure out what 
my next move is, blah blah blah, you know what I mean, like, what I gotta, l-, I'm gonna go 
to Nordstrom's and buy these shoes because I got this gift card, I'd be like, you know, I 
would just be reg-u-lar. But I'm reminded of my race, and it's, listen, you know, it's like we 
used to say in Howard, um "you started it, I didn't". You talking about me saying race, but 
you started it, I didn't. You came and got me. I didn't come here. You came and got me."
Black Nativity and Birth Outcomes CODEBOOK
The purpose of this qualitative study, informed by the life-course health model, and stress theory, is to explore the relationship between Black identity and perceived racial discrimination, both in general and 
while receiving care for pregnancy/labor/delivery, for three groups: African-American, African, and Caribbean mothers in NYC in 2017.
7 Pregnancy- Labor-Delivery
Interviewee describes experience related to pregnancy, labor and/or delivery 
(might just be general description of care but might also include sections that 
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